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Observations made by us on the influence of estrogens and androgens on 
nutrition and metabolism in man have been directed particularly to the problem 
of nitrogen retention. Our earlier studies as well as those of other investigators 
demonstrated that androgens, especially testosterone, play a significant role in 
the retention of nitrogen in older people (1) and that under certain circumstances 
other hormone substances (2), including estrogens, assist in this retention. It has 
also been shown that estrogens when administered alone generally have relatively 
little influence on the ability of elderly persons to retain additional nitrogen 
(1, 3, 4). 

Since there are different forms of chemical compounds which have estrogen- 
like activity (5), it was thought desirable to study further the influence of the 
various compounds which act similarly, in order to ascertain whether there is 
a difference in the effect of these important substances on nitrogen retention in 
elderly people. It has been established that estradiol, when it is needed, tends to 
increase nitrogen retention in elderly subjects. This effect would seem to be an 
important consideration, as the body deterioration and protein depletion which 
occur with age come after the menopausal period in men and women (6) when 
both estrogen and androgen are found in decreased amounts in the body (7). 
Since chlorotrianisene (TACE)! is a substance that behaves like estrogen and 
has special estrogenic properties (8-10), we proposed to study this material in 
conjunction with stilbestrol as well as with testosterone, and to compare its ac- 
tivity to the known action of stilbestrol. 


MATERIAL AND METHODS 


The study was begun with 5 male and 4 female subjects, whose ages ranged from 60 to 86 
years. Each was selected on the basis of detailed history, and the results of physical exam- 


! TACE is the trademark of The Wm. 8. Merrell Company, Cincinnati, Ohio for its brand 
of chlorotrianisene. 
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ination and laboratory tests. All subjects were ambulatory and adaptable for the study. 
They were given a period of four weeks of advance training in the metabolism ward. Those 
who showed memory defects, uncooperativeness, or incontinence were eliminated and only 
those who were both physically and mentally cooperative were retained for the study. Two 
women had to be omitted, one of them temporarily, during the second week after the end 
of the low-dosage TACE period, due to acute conditions unrelated to the administration of 
the hormonal substance. However, 3 other women were added at that time; 2 of them were 
continued throughout the entire study, but the third was observed during only three hor- 
mone administration periods. There was, therefore, a total of 5 males and 6 females. 

Each subject was given a well balanced diet yielding about 36 calories per Kg. of body 
weight per day; the protein intake of 1 Gm. per Kg. of body weight per day was constant 
throughout the experiment. Idiosyncrasies as to food habits were studied and adjusted in 
the individual, so that there would be no problem as far as dietary intake was concerned. 
After nitrogen balance had become consistent, sex hormone therapy was begun. All sub- 
stances were given orally. TACE, and TACE with Androgen? in vegetable oil, were admin- 
istered as capsules. Methyltestosterone and diethylstilbestrol were given as tablets. There 
was a period of two to three weeks without medication after each course of hormone ther- 
apy, in order to allow the effect of the hormones to disappear. Weights were recorded daily 
and 24-hour collections were made of stools and urine. Analysis of the samples was per- 
formed in the same manner as that reported in our previous studies. 


RESULTS 
TACE in low dosage 


The first substance administered was TACE in a dosage of 12 mg. daily to all 
subjects for four weeks. All 5 males experienced a sense of well being, elevated 
mood, and increased alertness during the period of administration and for eight 
to ten days thereafter. Then they gradually relaxed into an almost depressed 
state, and demonstrated less willingness to cooperate and go about their duties 
concerning the experiment. Four of the female subjects seemed to respond well 
initially to TACE. After about one and a half weeks, however, they became 
nervous and irritable and were less willing to cooperate. There were complaints 
of hot flushes, palpitation of the heart, sleeplessness, upset stomach, and even 
intestinal cramps. Following discontinuance of the substance, all the women 
seemed to be relieved and improved in mood. 

During the administration of 12-mg. capsules of TACE, 4 of the 5 males and 
4 of the 5 females showed a small to moderate decrease in nitrogen retention 
which continued for most of them into the control period when medication was 
discontinued. The one man (SM) who did not show a decrease in nitrogen reten- 
tion was of great interest, since his urinary estrogen metabolites changed toward 
the same pattern as that of the females. The fifth woman, except for slight nerv- 
ousness, showed none of those clinical sensations experienced by the other 4; 
she retained some additional nitrogen, but there was a significant decrease in 
retention after cessation of TACE therapy. 


TACE with methyltestosterone 


During the second period of the study, a combination of 12 mg. of TACE and 
5 mg. of methyltestosterone was administered daily for three weeks to 6 females 


* TACE with Androgen is the trademark of The Wm. S. Merrell Company for its bran 
of chlorotrianisene with methyltestosterone. 
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and 5 males. The same group was used as in the first period, except for the ad- 
dition of 3 women, 2 of whom were replacements. During this period of combined 
sex hormone administration all subjects of both sexes showed an improved 
response to problems and questions applied to them. Their general mood and 
their behavior in the experimental ward were greatly improved. They were more 
attentive to one another, more willing to read, more sociable, less listless, and 
more responsive to suggestions made by the physicians and nurses. Some degree 
of response continued for a period of one week or more after cessation of admin- 
istration of the drugs (11). 

This was the only period of hormone therapy in which 9 of the 11 subjects 
showed an increase in nitrogen retention above the values for the initial control 
period, and 10 of the 11 subjects showed an increase above the values for the 
preceding non-administration control period. The degree of increase in retention 
varied, but was generally higher in the women. After discontinuing administra- 
tion of TACE with methyltestosterone, during the two-week control period, a 
decrease in the nitrogen retention occurred in all 10 subjects. 


Methyltestosterone 


In order to evaluate the synergistic activity of TACE with methyltestosterone 
after the two-week control period, methyltestosterone was given to all subjects 
in a dosage of 5 mg. daily for three weeks. When compared with values for the 
initial control period, there was a moderate to marked increase in retention of 


TABLE 3 


Differences in Nitrogen Retention between Hormone Administration Periods and 
Preadministration Period 


(mg. of nitrogen per Kg. of body weight) 


Periods of Hormone Therapy and Daily Dose 


TACE (12 mg.) 
TACE (12 mg.) | with methyltes- | Methyltesto- | Diethylstilbes- | pacE (4g mg.) 


tosterone (5 mg.)| Sterone (S mg.)| trol (1 mg.) 


+6 +7 +2 
+2 —20 —29 
—9 —14 —10 
+11 —32 
+35 +28 +17 


+13 +6 

+7 —4 
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+13 +10 
+16 +15 

—2 +21 
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nitrogen in 5 women, but when compared with the preceding control period, 
there was increased nitrogen retention in all 6 women. After discontinuance of 
methyltestosterone all the women showed a definite decrease in nitrogen-retain- 
ing ability. 

The response in the men, unexpectedly, was unlike that in the women. Only 
3 of the 5 males showed a small increase in nitrogen retention. The decrease in 
the amount of the retained nitrogen after discontinuance of testosterone medica- 
tion was also less than in the females. 

The clinical response of the subjects receiving methyltestosterone indicated 
increased alertness and mental activity. Improvement in clinical response par- 
alleled improvement in nitrogen retention; thus, the apparent improvement in 
the female subjects seemed to be greater than in the males. The women were 
calm and composed and looked very satisfied throughout the period of hormone 
therapy and for a few days afterward, whereas slight nervousness was noticeable 
in the males, mostly toward the end of the period. 


Diethylstilbestrol 


Five male and 4 female subjects were studied during this period. They received 
1 mg. of diethylstilbestrol daily for two weeks. The response of the women was 
variable and somewhat difficult to evaluate, but all tests, both psychologic and 
clinical, demonstrated that their activity was increased to a certain degree. They 
did not complain of nervousness, as during the administration of TACE alone. 
However, results of the tests indicated that their responses were better than 
when they were untreated. The males during this period felt somewhat better, 
but no so well as during administration of TACE with methyltestosterone or with 
methyltestosterone alone. Nitrogen balance during administration of diethylstil- 
bestrol differed only slightly from that during the preceding or the initial control 
period. During the following control period, in all men except SM, nitrogen 
retention increased somewhat, but in the women and in male Subject SM it 
decreased. 


TACE in high dosage 


Administration of TACE in large doses (48 mg. daily for three weeks) produced 
a slight temporary change in nitrogen retention, but this apparently was not 
prolonged except in 1 instance. In the 4 of the 5 females there was a decrease 
in nitrogen retention, followed by a rise when the medication was discontinued. 
The 2 males studied became more alert mentally and tended to increase their 
physical activities when large doses of TACE were given. Two of the 5 females 
did not respond well clinically; they became uncooperative, nervous and irritable, 
and complained of weakness and exhaustion. They were noticeably more pale 
and ill and manifested increased activity of the vasomotor system—so much so 
that after the end of the second week it was necessary to discontinue TACE. 
These 2 women experienced the same sensations to a lesser degree during the 
period of 12-mg. TACE therapy. 
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Body weight 


The changes in body weight did not conform to the pattern which would be 
expected according to the changes in nitrogen retention. There was no reason to 
assume discrepancies in caloric output, but we had to assume and accept changes 
in body weight as due to accumulation of extracellular fluid during hormone 
therapy, in spite of the fact that none of the subjects had visible edema and no 
sodium and chloride balance determinations were made. 

One woman (RO) gained weight (3 Kg.) during 12-mg. TACE therapy, which 
was the only period during which she was studied. Two other females (NE and 
CU) and 1 male (EI) showed a steady increase in weight during the entire study, 
as did also female Subject SC, who took part in only 3 periods of hormone 
administration. 


Urinary estrogens 


Determinations of 24-hour urinary estrogen excretion were made on each 
patient before and after the various periods of hormone administration. The 
estriol fraction was separated from the estradiol-estrone fraction and both frac- 
tions were determined by a fluorometric method (12, 13). Details of these results 
will be published elsewhere, and we present here only the general findings. Dur- 
ing administration of TACE the male patients showed a three-fold to five-fold 
increase in estriol excretion, with little change in the estrone-estradiol fraction. 
The female patients showed the reverse, with a three-fold to five-fold increase 
in the estrone-estradiol fraction and little change in the estriol fraction. During 
the rest period after administration of TACE, urinary estriol remained elevated 
in the males and urinary estrone-estradiol remained elevated in the females. 

During administration of TACE with methyltestosterone, the females showed 
changes in estrogen excretion similar to those found during administration of 
TACE alone, whereas the males showed different patterns. In 2 of the 5 men 
there was a two- or three-fold increase in estriol excretion with little change in 
the estrone-estradiol fraction; in 2 there was an increase only in the estrone- 
estradiol fraction; and in 1 (Subject SM) there was an increase in both fractions. 

During the period after administration of TACE with methyltestosterone, 4 
of the males and 2 of the females showed some increase in urinary estriol as com- 
pared with the initial control values; the other patients showed little change. 
Excretion of urinary estrogens was not significantly altered during or after 
administration of methyltestosterone alone. Following administration of stil- 
bestrol, there was an increase of the estrone-estradiol fraction in 4 of the 5 male 
patients and an increase of the estriol fraction in the fifth. In all the female pa- 
tients there was a slight increase in the estrone-estradiol fraction with no change 
in the estriol fraction. 


Vaginal smears 


Vaginal smears were taken weekly from 5 female subjects during the entire 
study period. The smears were stained by the Papanicolaou-Shorr technic, and 
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separately with Lugol’s solution for glycogen index. Examination of the vaginal 
smears did not reveal any correlation between the clinical effect of TACE and 
the degree of cornification it induced. 

Although the degree of vaginal cornification varied in different subjects, the 
disappearance of deep cells, the reduced number of round cells and vesicular 
nuclei, and pink staining of certain cells were the rule during estrogenic therapy. 
Cornification of the vaginal epithelial cells and disappearance of the leukocytes 
were evident earlier and were more pronounced during administration of 12 mg. 
of TACE than during administration of 1 mg. of diethylstilbestrol. One female 
(RO, 78 years old) showed 62 per cent cornification of the vaginal epithelium 
and another (NE, 79 years old), 57 per cent cornification at the end of the sec- 
ond week of 12-mg. TACE therapy. In the other 3 women the percentages 
ranged from 32 to 47. 


Clinical laboratory findings 


There were no distinct changes in the results of urinalysis, blood cytologic 
studies, glucose tolerance tests, and serum nonprotein nitrogen and cholesterol 
determinations. 


DISCUSSION 


The most striking observation in this study was that chlorotrianisene (TACE) 
plus methyltestosterone enhanced the patients’ ability to retain additional ni- 
trogen more than did any of the sex hormones administered alone. The TACE- 
methyltestosterone period was the only one in the entire study during which all 
but 1 subject uniformly showed an increase in nitrogen retention as compared 
with the pre-administration control period and the preceding rest period. The 
only exception was male Subject PO, who did not show any increase in nitrogen 
retention during this period nor during any other period of sex hormone admin- 
istration. The opposite response was demonstrated in male Subject SM, the 
only patient in the study whose nitrogen retention was higher during both hor- 
mone administration and the intermittent control periods than during the 
pre-administration period. 

The beneficial effect of combined androgen-estrogen administration was also 
mirrored in improved clinical behavior, which was somewhat more marked in 
the females than in the males, particularly in postmenopausal elderly subjects, 
as already shown (2, 14). 

Methyltestosterone, when administered alone, induced more nitrogen reten- 
tion and better clinical behavior in the females as compared to the males. How- 
ever, the changes were not as definite as when the combination of androgen 
and estrogen was given. These findings confirm again, as shown in our previous 
studies (2), the ability of elderly postmenopausal subjects to retain additional 
nitrogen when androgen is administered, even with an adequate dietary intake 
of protein. 

Bogdanoff, Shock and Parsons (4) showed in their all-male study that admin- 
istration of 6 mg. of stilbestrol daily produced a downward trend in the amount 


October 1959 EFFECT OF TACE WITH ANDROGEN ON RETENTION OF N 765 


FEMALES 


<= 
uJ 
> 
> 
a 
a 
ro) 
oO 
x 
oO 
= 
2 
oO 
2 
< 
x 


Pr T&MT C MT ST C 


Fig. 1. Average effects of administered hormones on nitrogen retention in female sub- 
jects. 

Pr = Pre-administration period, four weeks; T = TACE, 12 mg. daily for four weeks; 
C = Control periods, two to four weeks each; T & MT = TACE (12 mg.) and methyltestos- 
terone (5 mg.) daily for three weeks; MT = Methyltestosterone, 5 mg. daily for three 
weeks; ST = Diethylstilbestrol, 1 mg. daily for two weeks; TL = TACE, 48 mg. daily, for 
three weeks. 


of retained nitrogen, and that there was no evidence that stilbestrol had any 
additional influence on nitrogen retention in subjects who received an adequate 
amount of protein in their diet. In our earlier studies, moderate amounts of 
estrogen (Progynon B)* given to elderly subjects showing positive nitrogen 
balance produced no marked changes in nitrogen retention (3). 

In the present study, there was an increase in nitrogen retention in most of 
the subjects during the diethylstilbestrol period when compared with the amount 
retained during the preceding two weeks of control period. This comparison, 
however, is illogical because discontinuation of the previously administered 


’ Progynon B is the trademark of Schering Corporation, Bloomfield, New Jersey for its 
brand of estradiol benzoate. 
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Fria. 2. Average effects of administered hormones on nitrogen retention in male subjects. 
For key to letters on abscissa, see legend to Figure 1. 


anabolic methyltestosterone caused a marked decrease in nitrogen retention in 
all subjects. At best, diethylstilbestrol helped to overcome the metabolic stress 
caused by the omission of the anabolic androgenic hormone. The same sharp 
decrease in the amount of the nitrogen retained was noticed also during the rest 
period which followed the administration of chlorotrianisene with androgen. 
Chlorotrianisene caused a more pronounced and uniform decrease in nitrogen 
retention in both males and females as compared with diethylstilbestrol. The 
discrepancy between the clinical behavior of the males and that of the females 
during administration of chlorotrianisene indicates that elderly males can tolerate 
chlorotrianisene in both low and high dosage better than can postmenopausal 
women; this more or less holds true, at least clinically, for diethylstilbestrol. 


CONCLUSIONS 


Our studies indicate that sex hormones, when properly administered, enhance 
the retention of additional nitrogen in elderly subjects of both sexes even when 
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their dietary intake of protein is adequate. For maintenance of mental and 
physical vigor in postmenopausal persons, administration of the proper combi- 
nation of estrogen and androgen produces better results in terms of general body 
nutrition and clinical behavior than does either estrogen or androgen administered 
alone. 


SUMMARY 


Chlorotrianisene (TACE) in both low and high dosage, TACE with methyl- 
testosterone, methyltestosterone alone, and diethylstilbestrol were administered 
to 5 male and 6 female subjects in a 34-week nitrogen balance study. 

During the period of administration of TACE with methyltestosterone, in- 
creased retention of nitrogen was noted in 4 males and 5 females. During the 
methyltestosterone period, there was an increase of nitrogen retention in 2 males 
and 5 females. 

Decrease in nitrogen retention was observed during administration of TACE 
alone in 4 males and 5 females. 

In postclimacteric elderly persons, combined androgen-estrogen medication, 
or even androgen alone, stimulates increased retention of nitrogen and improves 
the clinical status of the patient. 

Administration of sex hormones produced an increase in nitrogen retention 
more consistently in females than in males. 
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SAMUEL MAUSNER, M.D., MORTIMER E. EHRLICH, M.D., 
FREDA B. GOLDFELD, M.S.8., RUTH MICHAELS, M.S.8. 
AND HELEN BLOCH, M.8.8.W. 
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The rapid increase in the number of elderly people past 65 years of age em- 
phasizes the importance of effective health care for this segment of the popula- 
tion. It was felt that elderly people coming to our hospital for out-patient health 
services could be helped to live effectively and more comfortably in their own 
surroundings. We believed this could be effected by the better coordination of 
existing skills and facilities for the development of improved physical, emotional 
and social health and functioning. In this program, we anticipated that the rich 
existing resources of a general hospital could be better utilized with basic em- 
phasis on integrated medical, psychiatric and casework services. This method 
provides for all patients a comprehensive diagnostic assessment as the basis for 
individualized treatment goals, plans and services, taking into consideration the 
multiple etiologic factors, the current relevant findings, and the corrective 
measures that are applicable and available. The method also avoids the weak- 
nesses of disseminated authority presenting so many problems in out-patient 
care, affecting such areas as staff relationships, and the achievement of improved 
functioning for the patient. As a result of this line of reasoning, the Geriatric 
Clinic of Beth Israel Hospital, New York City, began to operate in March 1954. 


PROGRAM 


Basic to our treatment and rehabilitation program is continuity of care and 
assurance that services remain available. This is true for our out-patient care 
and for periods when in-patient treatment at our hospital is needed. Unfortu- 
nately, we do not yet have a home-care program, except for patients with ter- 
minal cancer. A home-care program available to our patients in periods when 
they are not sufficiently ambulatory to come to the clinic and do not require 
hospitalization would unquestionably improve the continuity of medical treat- 
ment with consequent heightened security for the patient. 

An outline of the organization and procedure in our clinic has been reported 
(1). Briefly, referrals may originate from our own in-patient department or other 
clinics in our out-patient department, from private physicians, social agencies, 
or by the direct application of the patient or family members. Any medical in- 
formation available in the hospital or accompanying the referral is screened by 
the admitting physician. Similarly, the caseworker reviews the available social 
information. On the basis of these reviews, certain patients may be found un- 
likely to benefit from our method of treatment. All others receive comprehensive 
diagnostic assessment, starting with psychosocial evaluation. 
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The caseworker undertakes a psychosocial study and assessment of the 
patient’s functioning and social and family relationships as these bear upon the 
medical symptomatology, and prepares him for the way the clinic operates and 
for the initial psychiatric and medical examinations. The psychiatrist assesses 
the personality, emotional strengths and ego-integrative capacity, as well as 
indications of psychopathology in relation to known medical and social factors. 
The examining physician then undertakes a comprehensive medical survey which 
includes indicated laboratory and x-ray studies and specialty consultations. The 
case is then listed for the Geriatric Team Conference. 

At the team conference, a comprehensive and differential diagnosis, statement 
of treatment goals, and a program of services and management are formulated. 
The participants at this conference include the physicians, psychiatrist, case- 
worker and clinic nurse, along with indicated consulting specialists. Each disci- 
pline contributes the considerations in its own area of expertness so necessary 
in setting dynamic diagnostic and treatment goals and priorities. Furthermore, 
in implementing the treatment program, any other indicated hospital resources 
are utilized. 

In the ‘development of diagnosis, an effort is made to estimate the patient’s 
functional capacities. These may be impaired by disorders in one or more of the 
medical, psychiatric or social areas. Not alone the degree, but also the direction 
of functional change needs to be assessed, including the potential for further 
improvement or deterioration. This careful weighing and judgment is essential 
for the determination of reversibility of functional impairment or the possibility 
of stabilization or compensation for limitations that cannot be corrected. It is 
the experience of our clinic that the correction of one or more of the limiting 
factors can minimize the handicapping effects in daily living of irreversible 
disabilities in other areas. 

To help the patient achieve maximum available health and functioning it is 
necessary that due emphasis be placed upon priorities of needs in an integrated 
program. For example, indicated elective surgery may be postponed to allow for 
family counseling to stabilize a home situation, or it may be either hastened or 
completely excluded because of psychiatric considerations. 


sTuDY OF FIRST 100 PATIENTS 
Medical, psychiatric and psychosocial findings 


This report is concerned with the first 100 patients accepted in the Geriatric 
Clinic. There were 47 men and 53 women. Though the minimum age for admis- 
sion was 65 years, in a few instances the spouse of a patient under treatment 
was accepted in the age group of 60 to 65. 

Although the medical findings were similar to those previously reported (3), 
certain meaningful observations emerge in their analysis (Table 1). Eighteen 
patients had significant medical disorders that had not been noted in the previ- 
ous reports made available to us by private physicians, referring agencies or 
hospitals, including our own. It is noteworthy that despite the magnitude of 
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TABLE 1 
Medical Analysis—First 100 Patients 


1. Patients with newly discovered significant medical conditions..................... 
2. Degree of physical functional — 
a) no disability. . 
b) slight to moderate disability. . 
c) severe disability. . 
3. Patients with reversible phy sical disabilities and potential functional improvement. 53 
4. Patients with multiple significant long-term disabilities. . bw Chas 


disease incidence (Table 2) only 20 per cent suffered from serious medical dis- 
ability as related to the usual activities of daily living. 

More important than the mere listing of the presence of functional disabilities 
was the disclosure that in 58 patients there were multiple long-term disabilities 
sufficient to create a problem in daily living (Table 1). However, in 53 of these 
patients the physical impairments could be reversed or compensated for, with 
the anticipation of functional improvement through medical procedures and, in 
some situations, the use of rehabilitation devices. 

Allowing for an overlapping of symptoms and for cases with more than one 
psychiatric diagnosis (Table 3), there were 29 patients who had neurotic, emo- 
tional disturbances that could be recognized clinically by examination. The 
disturbances were of sufficient intensity to influence organic disease, behavior, 
and general functioning. These patients gave a long history of neurotic reaction 
to traumatic experiences in life. They had always demonstrated an inability to 
deal with inner instinctual conflicts and problems and the demands of reality, 
so they reacted to stress and traumata of old age with neurotic solutions and 
with exacerbations of their fundamental emotional difficulties. 

Nine patients suffered from psychosis. Episodes of such illness were demon- 
strable in their early years; thus the disturbance was not directly related to 
their advanced years. The approach of old age with its organic changes and 
emotional reaction was considered an aggravating factor and could have pre- 
cipitated an acute episode. 

It is our impression that patients with a potential for gross psychiatric dis- 
turbances who had not broken down under earlier traumata of life were not apt 
to do so in reaction to the trauma of aging. 

It is interesting that there were only 2 cases diagnosed as psychosis with 
cerebral arteriosclerosis. Of the entire group, only 10 patients showed symptoms 
of the so-called “senile mental state” to the degree of interference with general 
functioning. We agree with those who believe that mental changes cannot be 
directly correlated with the degree of organic cerebral change, and that the 
emotional reaction of the individual plays a large part in determining the presence 
or absence of mental symptoms. Symptoms such as memory disturbance and 
disorientation, heretofore considered irreversible, may be modified and reversed 
by treatment of the emotional disturbance which accompanies the organic 
vascular change. 
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TABLE 2 
Incidence of Various Diseases 


Vol. VII 


. Cardiovascular 


a) hypertension (blood pressure above 140/90 mm. Hg) (2)...................... 


b) heart disease 
hypertensive. . 
artericeclerotic.. 
hypertensive and arterioselerotic. . 
rheumatic 


no heart disease (clinical, BOG or x-ray). .... 


. Bronchopulmonary 


d) asthma and hay fever 


. Gastro-intestinal 

a) peptic ulcer (active, healed or resected). . 
c) gall bladder 
d) esophageal diverticulum. . 


. Genito-urinary 


e) bladder papilloma 

f) bilateral recurrent renal calculi 

g) bilateral hydronephrosis. . 
h) post-nephrectomy (renal carcinoma). 

. Peripheral vascular 

b) venous 

. Hematologic 

a) lymphatic leukemia. ....... 


. Endocrine 
a) hyperthyroidism 


. Musculoskeletal 

a) osteoarthritis (symptomatic)........... 
b) osteoporosis (x-ray). . 

significant scoliosis, kyphosis. 
d) other rheumatic diseases (arthritis, bursitis, tendonitis)... 
e) hernia (inguinal, ventral) . 

. Eye 

a) glaucoma 

b) cataract. 

c) optic atrophy. . ‘ 

d) correctable refractive errors 


772 
3. 
2 
8 
2 
52 
3 
22 
9 
10 
2 
5 
6 
| 
8 
9 


October 1959 A GERIATRIC CLINIC IN A GENERAL HOSPITAL 


TABLE 2.—Continued 


. Ear, nose and throat 
a) hearing impairment 
. Teeth 
a) need for dentures 
. Nutrition 
a) malnutrition and avitaminosis 
. Skin 
a) eczema and dermatitis. . 
. Nervous system 
a) parkinsonism... 
b) cerebrovascular ‘episode 
c) cerebral arteriosclerosis (aymptomatic) .. 
. Malignancy 


TABLE 3 
Analysis of Psychiatric Findings 


1. Neurotic emotional disturbance, with predominant 
d) obsessional symptoms 
e) sexual preoccupation or disturbance............ 
f) marked hypochondriacal trends 
g) reactive depression 
2. Psychotic disturbance 
a) with depression 
b) with paranoid reaction 
c) with advanced memory defects, disorientation, etc 
3. Senile mental changes 
b) with disorientation. . : 
4. Recommended for psy chiatric treatment 
a) group psychotherapy 
individual paychotherapy. 


Sexual interest was maintained in a majority of the entire group, contrary to 
popular belief. Those who had available sexual partners were able to obtain 
sexual gratification in a fairly regular manner. Those whose sexual interests and 
capacities were not maintained had generally demonstrated neurotic sexual 
patterns and difficulties in early adult life. Some patients used the onset of old 
age as a reason for suppression and inhibition of their sexual impulses. There 
was the occasional patient who had expected or hoped that the sexual impulse 
would disappear with the onset of old age, and who was disturbed by its per- 
sistence. 
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The reaction of these patients to psychiatric investigation is worthy of com- 
ment. Only 7 were upset by, and antagonistic to psychiatric interview. These 
were in the group which showed evidence of longstanding emotional disturbance. 
Most would have avoided, and some did avoid psychiatric investigation in their 
earlier years. 

Geriatric patients with psychiatric difficulties may have episodic periods of 
confusion or paranoid reaction, requiring short-term hospitalization. A psychi- 
atric pavilion in a general hospital could meet this need. 

The findings listed in Table 4 were the result of psychosocial evaluation of 
personal and family needs in utilizing medical and psychiatric functional capac- 
ities, whatever the limitations. The services identified in Table 5 were provided 
to help patients maintain, stabilize, or improve the use of capacities and resources 
for greater comfort and satisfaction. 

The most striking finding was that 97 of the 100 patients required environ- 
mental services singly or in combination—174 items in all. Since all patients 
were financially eligible for clinic care, they lacked the necessary financial 
flexibility to supplement environmental deficits attendant upon aging and 
disability. For instance, since earning power was lessened and fixed pensions 
low, they often could not hire help for heavy household labor, buy appliances, 
or travel to low-cost shopping areas. Environmental services were therefore 
important in conserving energies for more satisfactory activity, as well as in 
improving living conditions to meet physical and psychiatric needs. One third 
of the group (33 patients) received only environmental services. For 10 patients 


these served a rehabilitation purpose, enabling them to continue flexible adapta- 
tion to changing circumstances. There were 23 patients with long-term histories 
of disturbance in perception, judgment and relationships, who were considered 


TABLE 4 
Casework Diagnostic Findings 


. Personal capacity to function despite aging and physical illness (with or without 
handicap) disrupted by inadequate income, housing and living arrangements 10 
. Personal capacity to function maintained in a stable situation despite moderate 
psychiatric impairment, disrupted by serious physical problems, relationship 
stresses, and inadequacies in the environment. . Here 7 
. Personal capacity to function usually precarious because of psychiatric disabili- 
ties, disrupted by any degree of physical ate relationship stresses, and in- 
adequacies in the environment. acess . 41 
. Personal capacity to function precarious in apite of: an adequate environmental sit- 
uation because of longstanding psychiatric disability disrupted by over-reaction 
to any degree of physical problem. . 3 
. Family balance disrupted by physical inability to carry out usual responsibilities 7 
. Family conflict reactive to any degree of physical problem and economic or other 
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II 
IV 
V 
VI 
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TABLE 5 
Casework Services 


I. Environmental 
appliances 
home equipment 
domestic help 
homemaker 
education 
recreation 
vocational help (jobs).............. 
convalescent homes 
foster homes 
homes for aged 
nursing homes 
other medical facility for in-patient rehabilitation 
Total environmental services to 97 patients 
II. Counseling 
adjustment to aging (with or without physical handicap) 
adjustment to physical limitation or handicap........ 
adjustment to medical care recommendation......... 
marital problem. . 
patient-adult child ‘problem. . 
patient-spouse-adult child problems. . 


Total counseling services . 
((67 to patients and their families i in 64 heusshelds) 


* Including 2 instances in which counseling service was given to 2 patients in 1 house- 
hold (husband and wife). 

t Including 1 instance in which counseling service was given to 2 patients in 1 household 
(husband and wife). 


too fixed in their attitudes to respond to counseling or psychiatric treatment. 
For this group, environmental services were used to stabilize daily management 
or modify appreciably a downhill course in functioning. A special note should be 
made of the psychologic importance of such appliances as dentures, glasses and 
hearing aids, as these strengthen the sensory perceptions basic to a feeling of 
normalcy and adequacy and maintenance of contact with the environment. These 
devices had great value also in promoting normal social relationships and special 
interests such as reading, music and sewing. 

In almost two thirds of the group (64 cases), both patients and family-members 
utilized a combination of counseling and environmental services. Sixteen of these 
64 patients were those whose usual ability to manage ordinary problems of 
living was disturbed by the impact of serious reality problems, either medical, 
family or financial. The other 48 managed daily living satisfactorily as long as 
their usual activities and relationships continued. When they met loss of employ- 


775 
r 
10 
f 
| 63 
15 
17 
f 15 
4 3 
j 32 
20 
8 
7 
5 : 
5 2 
l 2 
1 
174 
9 
16 
3 
l 
17 
3 10t 
| 


776 FRIEDFELD ET AL. Vol. VII 


ment, new physical symptomatology (even though minor), loss of husband or 
wife, or other depriving changes, their capacity to use remaining personal. 
familial and physical resources to their own advantage was impaired. In 29 of 
these situations, husbands, wives, or adult children were over-reacting to the 
various changes and to fear of the future. They themselves needed counseling 
help to maintain or regain more satisfying relationships with the patient, sup- 
portive to the continuity of family life. Within these 29 situations, 42 relatives 
received services—husbands, wives, adult children, and a grandchild. 

It should be remembered that we often worked towards limited goals. In 
environmental services, for example, lack of community facilities and resources 
often limited the possibility of improving a patient’s living situation fully. In 
the many instances in which good standard housing was not available, current 
housing could at best be improved only minimally. When employment would 
have provided the best support for adequacy and an outlet for energy, limited 
job opportunities often prevented the patient from getting the satisfactions still 
physically and emotionally possible. In counseling services, it meant that im- 
proved functioning in daily living could be achieved only in certain instances, 
and that only preventive casework measures were possible in some chronic 
adjustment and relationship problems. In such situations, the limited goal was 
to maintain functioning of the patient in the community with some degree of 
satisfaction and protection of health needs. 


Changes during course of study 


At the time of the writing of this report (July 1958), 13 of the original 100 
patients had died. Of the remaining 87 patients, 57 have been re-evaluated in 
conference in the approximate order of admission to the clinic, and 30 have yet 
to be re-examined. Table 6 shows the functional status of the 57 reappraised 
patients following treatment related to the medical, psychiatric and psychosocial 
areas. Formal criteria and definitions were used encompassing the 3 disciplines 
involved. 

It is noteworthy that 37 (65 per cent) of these 57 patients showed improve- 
ment—19 of them in all areas. The 12 stabilized patients were those in whom a 


TABLE 6 
Changes in Capacities for Daily Living 


Status mt | Pt | PSt [Mandp| Mand 


Deteriorated............. 


* Medical. 
t Psychiatric. 
t Psychosocial. 


3 19 37 

12 12 

4 4 

3 36 57 
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deteriorating process (medical, psychiatric, social) was either arrested or so 
slowed as to be without current impact. The 4 unchanged were those in whom 
capacities for living were unaffected by the comprehensive service. 


CASE REPORTS 


Case 1 


Mr. K. C., a 67-year-old man, was referred by an outside agency which had been treating 
him for four years following a cerebrovascular episode which caused right hemiparesis with 
severely impaired locomotion. While under the care of a private physician and a rehabilita- 
tion clinic he failed to make satisfactory progress. His physicians believed that the physical 
impairments were minor, and that his failure to respond to therapy was largely due to se- 
vere depression and poor motivation. 

Except for prostatic hypertrophy and a ventral hernia, the abnormal physical findings 
were neurologic. There was right hemiparesis with a right Babinski sign and a marked or- 
ganic mental syndrome characterized by perseveration, gross defects of recent memory, and 
some lack of identification of body parts. The electroencephalogram disclosed diffuse en- 
cephalopathy consistent with organic brain damage. 

Repeated psychiatric interviews, psychologic testing, and examination under intrave- 
nous sodium pentothal suggested a predominantly organic brain picture with reactive emo- 
tional pathology including depression, conversion hysteria, and a negative therapeutic 
response. Social findings indicated that prior to the cerebrovascular episode this man had 
functioned well, without significant sociopathologic manifestations in a closely integrated 
family. Following the brain insult, the family was unable to accept the possibility of irre- 
versible physical damage. This reluctance was supported by the patient’s earlier medical 
advisors. Resulting severe tensions threatened family integrity, and generated a negative 
reaction to the patient with extreme pressure on him to perform beyond his ability. 

Team evaluation indicated that irreversible organic brain damage accounted for this 
patient’s physical disability. Since he was not sufficiently ambulant to manage an out-pa- 
tient program even with services at home, a rehabilitation in-patient program related to the 
extensive physical disability was recommended. 

The patient and his family were seen by the clinic physician and psychiatrist for clarifi- 
cation of findings and recommendations. Casework service was provided to help them mod- 
ify attitudes interfering with implementation of recommendations. As a result, the patient 
was admitted to a specialized in-patient rehabilitation service elsewhere, with the expecta- 
tion that he would return to our management when ambulatory. Additional casework 

service was provided to reorganize family living toward his eventual return home. 

This case illustrates how a coordinated multidisciplined approach in differential diag- 
nosis permitted more realistic and comprehensive treatment for the patient and family. 


Case 2 


Organic illness in the aged frequently results in disability and immobilization for long 
beyond the initial episode. In this instance, detailed medical re-evaluation permitted 
a patient to return to part-time useful work, thereby achieving improved emotional health 
and family adjustment. 

Mr. W. S., a 68-year-old skilled cabinet worker, sustained a coronary occlusion seven 
years prior to his admission to the clinic with the complaint of recurring chest pain. This he 
interpreted as a “‘heart symptom.’’ One year earlier, he had stopped working after a brief 
episode of coronary insufficiency. 

Upon examination there was clinical, x-ray and electrocardiographiec evidence of stabi- 
lized and compensated arteriosclerotic heart disease. Moderate effort did not produce an- 
gina. His chest pain was atypical in location, was infrequently relieved by nitroglycerin, 
and often appeared during rest. Moderately severe osteoarthritis of the spine, most marked 
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in the cervical and thoracic regions, was noted on x-ray examination. In seeking a cause for 
digestive complaints, gastro-intestinal studies were made and revealed a large hiatus herni. 
of the stomach. 

Psychiatric investigation showed that the patient’s reaction to his enforced retirement 
was the development of depression, with a feeling of loss of usefulness, respect and sel! - 
esteem. He showed clinical anxiety related to his heart condition, with the fear of further 
damage to his heart, and death. The psychiatrist recommended that this patient would be: - 
efit from some activities to restore self-esteem. Part-time employment was advised if there 
were no medical contraindications. Casework evaluation showed that Mr. 8. was a man with 
life-long brittle relationships. His skilled and well-paid work had given him authority and 
importance in his home, despite marital difficulty. With his retirement, he lost his main 
source of satisfaction and status and was exposed to closer family living than he could tol- 
erate comfortably. His wife and adult son attempted to restore his sense of well-being by 
overprotecting him. Far from relieving him, this created added feelings of inadequacy. The 
casework goal was to help the family achieve a satisfactory balance. 

Continued medical study, including detailed cardiac evaluation, suggested that many of 
the complaints that contributed to the patient’s immobilization were not of cardiac origin, 
but had developed from the hiatus hernia and from radicular pains secondary to spondylitis. 
In consultation with one of our cardiologists experienced in cardiac functional assessment 
for industry, it was estimated that this patient could safely tolerate employment with only 
slight limitations. As recommended by the conference, counseling help was provided to all 
members of this household, thus facilitating Mr. S’s return to work. Through a community 
agency, part-time work was secured which was sufficiently lucrative to restore his position 
as the family provider. The respite gained by his employment was used to attain some 
modifications in family relationships. 

This case illustrates the usefulness of detailed medical study toward the achievement of 
indicated psychiatric and social goals. 


Case 3 


This case illustrates how casework treatment and goals may be significantly modified by 
psychiatric findings and recommendations. 

Mrs. L. B., a 76-year-old retired lawyer, was transferred from our general medical and 
arthritis clinics to the geriatric clinic at her own request. She felt that her infirmities and 
her emotional reaction to them warranted total evaluation. There was a history of many 
operations, including two unsuccessful gynecologic procedures to cure incontinence. Long- 
standing obesity, chronic thrombophlebitis of the lower extremities, and severe osteo- 
arthritis, particularly involving the knees, were her presenting conditions. There was a 
history suggesting rheumatic fever and rheumatic heart disease at the age of 28, but this 
condition was not subsequently substantiated. Walking was painful and impaired, and she 
used a cane. 

Physical examination confirmed marked osteoarthritic changes, especially involving the 
knees, with severe impairment of function. A prominent enterocele, a source of great dis- 
comfort, was noted. There was severe stasis edema and ulceration of the lower extremities, 
secondary to the chronic thrombophlebitis. Ill-fitting dentures interfered with proper chew- 
ing. 

Psychiatric examination showed no evidence of senile mental change. Her memory was 
intact, and she was well oriented. She was a very capable but dominating woman. Aware 
of the disturbing effect of her attitude within her family, she had feelings of guilt. These 
feelings had become more prominent recently, with the onset of doubts about her own 
capacity. She had an obsessive compulsive character structure with strong moralistic, 
idealistic and perfectionistic tendencies. She felt increasingly unable to satisfy demands 
which she and others made upon her. Feelings of helplessness, and consequent loss of self- 
respect and self-esteem brought on a sense of depression. There was a likelihood of severe 
depression unless she could make some change in her life situation, with fewer demands 
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upon her. Increasing age, progressive physical disability and ambivalence about any 
changes in her way of living, contributed to the rate of her emotional decompensation. 

Casework evaluation showed that Mrs. B.’s intolerance for poor functioning had led to 
estrangement from her adult children, none of whom met her standards in their life, work 
or marriage. She was therefore living alone, budgeting well within the limited public wel- 
fare allowance. She managed her apartment adequately, but with increasing difficulty be- 
cause of aging and illness. She feared further incapacitation. 

At the team conference, a medical program was set up to retard progressive deteriora- 
tion processes. This regimen included diet, physiotherapy, surgery for enterocele, appli- 
ances for musculoskeletal support, and dentures. Psychiatric treatment was not recom- 
mended. A psychiatric safeguard was sought in bolstering her defenses through avoidance 
of the threat of increasing failure in tasks of daily living. The casework plan, according to 
the comprehensive findings, included both concrete and counseling services. Necessary 
appliances (whalebone corset, elastic kneeguards and dentures) were provided through the 
publie assistance agency. Her home was provided with physical safeguards (removal of 
rugs and resetting of furniture to relieve hazards to ambulation) and domestic help, while 
she was being assisted in making long-range plans. Counseling help eventually enabled 
her to make plans for living in a home for the aged which she herself selected and therefore 
could accept. Planning well in advance of physical deterioration avoided the psychiatric 
hazard of increasing inability to manage in the community. 

Although it has been part of the philosophy of this clinic that people function best and 
most happily when in the community, this case demonstrates the need for differential judg- 
ment and long-range planning. This patient could have been helped to remain in the com- 
munity if we had considered only her physical needs. However, we recognized a potential 
psychiatric hazard in her growing awareness of increasing inability to function according 
to her own standards. This made possible early prophylactic planning through arrange- 
ments for a protected environment, before the advent of emotional deterioration. 


DISCUSSION 


An essential factor in health care is determination of the degrees of functional 
impairment and handicap as well as the estimation of untapped physical, personal 
and familial resources available to correct, modify, stabilize or compensate for 
them. Although it is accepted that to keep physical impairments to a minimum 
and maintain effective functioning at a maximum are desiderata, capacity for 
subjective enjoyment of living is equally important. Therefore it is our intent 
to utilize the skills and facilities of a general hospital in a program of compre- 
hensive health care, in order to enable people to function better within the com- 
munity. This would include the areas of physical capacity, psychiatric status, 
and personal interchange with satisfaction and self-esteem. 

Our program seeks to meet the needs with minimum disruption of a patient’s 
preferred way of life. When supports for his way of life will not adequately pro- 
tect him, alternate planning may be necessary. 

The necessary professional skills and facilities did exist in our hospital. In the 
organization of this team project an essential ingredient was the attitude of the 
treatment personnel. Essentially we held the concept and belief that many 
people, the elderly among them, operate at a level significantly below their 
health potential. This is true whether or not they manifest evidences of deteri- 
oration. In attempting to limit or diminish this gap between existing and poten- 
tial functioning in the aged, several attitudes are important. We shall consider 
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only two of these attitudes, viz, of treatment personnel to patients, and to one 
another. 

In our clinic the professional person believes that a worthwhile degree of 
recovery (both physical and functional) is usually attainable, despite severe or 
longstanding disability. This makes it possible for him to evaluate the patient’s 
needs, seek appropriate therapeutic measures, and find satisfaction in achievable 
goals, small or large. Too often the defeatist attitude taken in the face of dis- 
ability in the aged is a manifestation of a psychologic problem of the individual! 
doctor or social worker. 

Through experience we have learned that more effective results are achieved 
by integration of the contributions of several disciplines. This makes for team 
collaboration in treatment, expressed through team conferences and other 
collaborative methods. Problems of team members in interrelationship, unless 
resolved, impede the effectiveness of the holistic approach. 

It has been reported (4) that elderly patients feel unhappy “segregated” 
within a clinic set aside for their care. In our experience, on the contrary, patients 
have responded positively to our clinic program. In the four years of operation, 
only 1 patient rejected our treatment. In fact, a long waiting list developed 
because of the increasing number of applications and the reluctance of our 
stabilized patients to be transferred to clinics offering less than comprehensive 
care (5). 

Another phase in the relationship of the patient with the clinic concerns the 
nature and degree of his active participation in his own health program. He is 
brought into collaborative relationships through a systematic approach. Time 
is provided for doctor-patient discussion at any point. In addition, there is a 
scheduled plan of conferences with his treating personnel. Initially, the patient 
considers with the caseworker how the clinic operates, what he can expect of the 
clinic, and how he can contribute in the diagnostic program. He has an oppor- 
tunity for discussion with physician and psychiatrist during the diagnostic 
workup. Immediately following the Team Conference, he has a regularly sched- 
uled appointment with his physician and with the caseworker for discussion of 
the conference findings and recommendations, and the planning involved in 
implementation. Regular appointments with the various treatment personnel 
follow. Significant family members also participate as indicated in the individual 
situation. 

Two years after the start of treatment, the patient’s status is re-evaluated. 
When health and functioning have become stabilized at a satisfactory level, the 
patient is transferred to the general medical clinic, or remains in our program 
for the medical treatment required to safeguard against breakdown. Transfer is 
effected only when it will not be deleterious to the patient. 

It is appropriate to discuss the cost of our program and the values that result. 
Unfortunately we did not plan for cost accounting. It is apparent that the ex- 
penditure in dollars and man-hours is greater in the initial phase of our program 
than in usual out-patient care. This is obviously due to the comprehensive 
nature of the diagnostic procedures. However, we cannot equate cost and value. 


| 
[ 


October 1959 A GERIATRIC CLINIC IN A GENERAL HOSPITAL 781 


iJeonomies accrue from the avoidance of unnecessarily repeated studies, unco- 
ordinated expensive tests and excessive patient re-visits. Furthermore, those of 
our patients who could be helped to remain in the community through compre- 
hensive care of their medical, psychiatric and social handicaps were maintained 
at lower cost than would have been entailed in specialized facilities. 

Beyond obvious dollar values are human values and resources. These have 
emerged as people have been enabled, despite handicaps, to utilize their capac- 
ities to live in the ways they prefer. 


CONCLUSION 


A geriatric clinic with a comprehensive program, operating in a general hos- 
pital, contributes toward more complete understanding of the patients. Con- 
sequently, more effective treatment can be provided to help these patients to 
function more satisfactorily within the community. 
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HEALTH PROBLEMS OF A SELECTED GROUP OF WIDOWS 
GEORGE T. FITZELLE, Pu.D. 


Division of Child Development, Department of Home Economics, University of 
California at Los Angeles, Los Angeles 24, California 


The extent to which studies of human behavior may be influenced by sample 
selection is becoming a matter of increasing concern to members of the medical 
and behavioral sciences (1, 2). Persons suffering from illness, or those in homes 
for the aged, are most readily accessible for study, but investigation of their 
difficulties does not necessarily contribute to our understanding of the physical 
disabilities of persons in typical community settings. The present study may be 
of interest, therefore, since it concerned women who were living in their own 
homes and were not, in general, undergoing prolonged medical treatment. Widows 
were selected because they comprise an increasing percentage of the aging popu- 
lation and, as Cavan et al. (3) have stated, are confronted with adjustments 
which are probably the most drastic which the older woman must make. A 
degree of homogeneity was provided by selection of widows, as this permitted 
some limitation in the size of the sample. 


SAMPLE AND METHOD 


Sample 


Sampling error involved in requests for volunteers was avoided by interview- 
ing subjects to be included in the study. The sample consisted of 76 middle-class 
and upper middle-class widows with a mean age of 68 years, drawn serially from 
church rosters and several lists supplied by residents of the community. Sixty- 
eight is the mean age of women in the general population over 60. Since women 
between the ages of 54 and 59 were included in the sample, the average age of 
the women over 60 in this sample was higher than that of the general population. 
It might be argued that this sample is not characteristic of ‘“‘older people” be- 
cause women of 55 are not “old.”’ Most studies of aging arbitrarily select age 
65 as the beginning of old age because this is the usual age of retirement for men. 
Nevertheless, the lower age limit of 54 seemed more suitable for the present 
investigation. In an age-conscious culture such as the American culture, most 
people probably face the fact that they are not quite as young as they used to 
be, well before the age of 54. One aspect of this realization comes as we begin to 
lose our sense of invulnerability regarding our own health and longevity, real- 
izing that death is indeed a part of life for which every one must prepare. It 
would seem that the death of one’s spouse would tend to accelerate this real- 
ization. Then too, the diverse adjustments which a widow’s life situation requires 
her to make, suggest an awareness of the fact that part of her life is forever gone 
and that certain aspirations of youth must be abandoned. This involves an 
acceleration of the psychologic process of aging. Widows are exposed at an ear- 
lier age to a reduction in close companionship and social relationships, economic 
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insecurity, dependency in family relationships and other deprivations which are 
characteristic of old age. In addition, there seems to be something in the mores 
and conventions of American society which makes increased age, per se, a greater 
disadvantage to women than to men, even though women live longer. After the 
late twenties a woman’s chances for marriage decrease more rapidly than do a 
man’s. Continuation of favoritism toward men in age gradients in the later 
years of life is illustrated with respect to employment in Miller’s study (4) of 
employed older women. In the present study it was found that one widow in her 
forties who was interviewed as part of a pre-test felt that the questionnaire 
applied very well to her life situation, and this appeared to be true of women in 
the fifties. 

Percentages of women in the various age groups decreased with increasing 
age, but more women were found in the older age groups, proportionally, than 
would actually be found in the general population. If an attempt were made to 
design a sample in which the ages of women included corresponded to the per- 
centage distribution of widows in various age groups of the general population, 
more women of age 80 would be included than age 70, more women of age 70 than 
age 60, and so on. This would not be at all representative of the absolute num- 
ber of widows in the population. The present sample represents a rough compro- 
mise between the number of widows which should be included to make it typical 
of the general population and the number which is required to make it reflect 
the increased incidence of widows in the older age group. 


Method 


The Burgess, Cavan, Havighurst Inventory (5-7) was administered to the 
entire group in order to obtain a measure of personal adjustment. This instru- 
ment is based upon a multiple conception of adjustment, in that adjustment is 
not considered primarily as an over-all feeling of satisfaction with life but rather 
the sum total of various significant aspects of the individual’s experience, such 
as health or intimate contacts. There are 2 main divisions in the Inventory, the 
Activity Inventory and the Attitude Inventory. The Activity Inventory is 
based upon the criterion of adjustment which holds that the extent and degree 
of the person’s participation in a variety of activities, such as work, recreation 
or interaction with family members, are indicative of general adjustment to old 
age. Although the health questions are not really questions about activities, 
they are included because health is closely related to the ability of older people 
to participate in activities. Subjects are asked to evaluate their health and to 
describe their physical difficulties. The Attitude Inventory does not take into 
account the external nature of the activity but, rather, its meaning to the person. 
The various areas surveyed in the Activities Inventory are surveyed from this 
different perspective in the Attitude Inventory, together with additional items 
concerned with feelings of usefulness and happiness. On the whole the inventory 
has been found to possess sufficient validity to justify its use with groups of older 
people who are not senile, although care must be exercised in drawing conclusions 
about individual cases without support from other data. 
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All subjects were interviewed in their homes. Once the difficult task of estab- 
lishing face-to-face contact was established, there was usually little difficulty in 
eliciting consent to take part in the study. If subjects called by telephone ex- 
pressed unwillingness to cooperate, the interviewer pressed for an opportunity 
to explain the study personally at any time which would be convenient. It was 
of interest that the proportion of widows interviewed (73 per cent) was close to 
the 75 per cent estimated by Havighurst (7) as the percentage of older people 
who can be persuaded to cooperate. 

For many of the women the idea that one’s everyday thoughts and experiences 
could be of use to a researcher seemed to be relatively new. A favorite reaction 
to the Inventory was that of pointing out the ways in which it did not apply to 
the individual’s own personal situation. Such objections had to be handled care- 
fully. Too easy acceptance of criticism tended to discredit the importance of the 
research. It was stressed that even the best instrument cannot be designed with 
each person in mind, so that interviews were used, rather than sending the 
questionnaire through the mail. Respondents were encouraged to amplify their 
responses in order to overcome this handicap. 

Experience led to the adoption of what seemed to be a variation in the use 
of the questionnaire as an interview schedule. The interviewer tried to avoid 
the role of questioner, because it was hoped that the interviews would not de- 
generate into matter-of-fact, question and answer sessions like those conducted 
by census takers. Instead, the subject was given a copy of the Inventory, and 
one copy was retained by the interviewer. Insofar as possible the questioning 
was carried out by a kind of “third person,” 7. e., the Inventory held by the 
subject, while the subject and the interviewer talked about these questions as 
if they both were striving to meet the demands of the fictional interviewer. In 
order to foster this illusion the interviewer made few direct requests for informa- 
tion but attempted, on the other hand, to probe in a manner which seemed 
more impersonal: “It seems to be asking us if a person feels better when he is 
younger.” This technique seemed to bring about an improvement in rapport 
and more voluble responses. 

Somewhat to the interviewer’s surprise, note-taking during the interview did 
not seem to interfere with rapport, and even seemed to improve it in a number 
of cases, as the subjects felt complimented that their responses were considered 
important enough to record. 

Quite frequently the subjects qualified their statements in a way which seemed 
to indicate that they did not agree wholeheartedly with the option which they 
selected, although they said to mark “agree” nevertheless. For example Mrs. K 
would say that she felt that she was of some use to those around her but that 
she knew that she was not as useful as she ought to be. ‘‘Agree”’ would be marked, 
but another column marked “hedge” would also be checked to indicate this 
qualification. If a subject refused to answer a question it would be recorded 
“block.” The alternative “hedge” eliminated undue questioning of the responses 
while providing an indication of ambivalence associated with certain items. 

Although a certain amount of direction and structure was imposed by the 
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{nventory, the interviews were non-directive in the sense that the subject did 
not have to respond to questions presented by the interviewer at any particular 
time. Subjects were, to a large extent, in control of the interview situation, in 
that they could move ahead as rapidly as they wished, elaborating on their 
responses at any time. Very frequently the Inventory was forgotten during 
lengthy departures. Experience seemed to show that it is wise to allow the 
subject plenty of time to express his point of view with a minimum of interrup- 
tion or interpolation, as Simon (8) has suggested. This seemed to be the most 
effective single device for the establishment of rapport. One case may be cited 
as an example. Mrs. E appeared to dislike being interviewed and was extremely 
uncommunicative. She would not tell her age, and would not tell how much 
education she had had, stating that she was not very proud of it. Mrs. E was 
not feeling well and stated that she had contracted an illness while visiting her 
son, and she had had to come home right away so that she would not “let on”’ 
that she was sick. Before the end of the interview Mrs. E made the following 
statements: 


It’s very hard to be sick and not let anyone know. I’ve had a lot of trouble with my 
health. It got so bad that even my minister said that I looked terrible. Just the past 
few days I’ve had a terrible fall. The girl who helped me up offered to take me to the 
hospital but I wouldn’t let her. You won’t put those things down, will you? (When the 
interviewer said that he felt that it was serious and that it might be wise to put it down, 
Mrs. E said very softly that she thought it was very serious too.) I don’t know how many 
friends I have. I have a lot of acquaintances, but you can’t call them friends. A fortune 
teller down at the church told me that I had a very close friend and a strong enemy, 
and you know, I’ve been looking for the friend ever since. (Said very seriously.) Just 
put down that I have lots of acquaintances and no enemies. Put down that I’ve one 
friend and you’re it. I’m telling everything. 


Mrs. E seemed to have put up a bold front before her family, and did not 
want to burden others with her difficulties, but the temptation to talk out her 
troubles with a stranger proved to be irresistible. The interview lasted over two 
and a half hours and even though Mrs. E had said that she was too weak to 
stay out of bed for long, she tried to prolong it. Such a pattern of initial reluc- 
tance, followed at the end by an unwillingness to terminate the interview was 
very common. Old people, though they are frequently unaware of it at the onset, 
usually like to be interviewed. 


RESULTS 


Table 1 shows the relationship between the scores on the categories of the 
Attitude Inventory and total score in the present investigation and in Cavan’s 
larger study of older women. Attitude toward health showed the highest corre- 
lation with total adjustment in the present study. Though the actual correlation 
was very similar to that of the Cavan study, health factors seemed to be rela- 
tively more important to the widows. Economic security and work might be 
expected to show low correlations, because women with good economic status 
were favored in sample selection. Part of the Intimate Contact score (Friends) 
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TABLE 1 
Product-Moment Correlations Between the Scores on the Categories of the Altitude Inventor; 
and Total Score, Listed in Order of Magnitude and Compared to Similar Findings 
for Females in the Cavan Investigation 


Present Study Cavan Investigation 


Family. . aiken ‘ Feeling of wesefulness.. 

Religion. . Economic security............ 


TABLE 2 
Mean Scores for Activities and Attitude of Entire Sample, Listed in Order of Magnitude 


Activities Attitudes 


Health. . . Friends. . 

Religion. . Family. . 

Intimate contacts. . videinmiimnes ‘ Feeling of usefulness. . 

Work.. 


had the same relative position in both lists, but Family seemed to be relatively 
more significant in the adjustment of the widows. 

The mean scores for Activities and Attitudes in the various subdivisions of 
the Inventory are listed in Table 2. 

In general, both the Activities and Attitudes scores were high, and there was 
little deviation from the mean values. Ten is the highest score which can be 
made in each of the five categories of the Activities Inventory. Good adjustment 
in any one section is indicated by scores from 8 to 10, average adjustment by 
scores from 4 to 7, and poor adjustment by scores below 4. Possible Attitude 
scores range from 0 to 6. The distribution of values for both sections of the 
Inventory was skewed toward the high end of the scale. Health scores conformed 
to this general tendency, as widows of every age group reported considerably 
better health than women in the Cavan study, which was thought to be biased 
in favor of those with good health. 

Health scores on the Activities Inventory fell at the midpoint of the distribu- 
tion, whereas the corresponding scores on the Attitude Inventory fell in seventh 
place in a distribution of 8 scores. This was one of many indications of the fact 
that the health attitudes of the widows did not correspond to more objective 
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evaluation of their condition. The observations of Cavan et al. (3) in this con- 
nection are interesting: 


In view of the fact that more women live to advanced years than do men, the sex differ- 
ences are interesting. For every measure of health, the women in the early sixties indicate 
poorer health than do the men. Fewer women believe their health is good; fewer feel 
satisfied with their health; fewer report lack of illness. More than twice as many women 
as men in their sixties report three or more physical handicaps, and more than twice 
as Many women as men suffer from handicapping illness. More women than men exhibit 
nervous symptoms and more have had serious accidents. Moreover, the preponderance 
of poor health reported by women continues into the later age periods. 


One clue concerning dissatisfaction with health may be seen in the paucity of 
hedge responses to these items. There were fewer such responses in connection 
with health than with any of the other categories. Health may well appear to 
be an area over which the individual has no control, so that negative attitudes 
may be freely expressed. Hedge responses were most common, on the other 
hand, in connection with the feeling of usefulness, an area in which individual 
responsibility may be keenly felt. Olsen and Elder (9) have suggested this inter- 
pretation in explanation of the fact that health problems seemed to cause as 
much disturbance to younger as to older women when evaluated by a word 
association test. The earlier and more abrupt cessation of reproductive functions 
among women noted by Podolsky (10) may also be significant. 

Scores for religion and intimate contact shifted from the bottom of the Activ- 
ities distribution to a higher position in the Attitudes distribution. The shift in 
scores for religion may have been caused, at least in part, by the common tend- 
ency to agree that religion is important on an abstract level and yet not reflect 
in everyday behavior the things which are taken for granted and compartmen- 
talized in one part of the mind. The shift in scores for intimate contacts may 
have been caused by the difficulty people often have in expressing negative 
attitudes regarding their families. It is one thing to say that you don’t see your 
family very often and quite another to say that your family does not really care 
for you. 

Table 3 summarizes responses of the total group and of approximately one 
quarter of the total group, 7. e., those having the highest and lowest scores on 
both parts of the Inventory. In terms of Inventory norms the mean score (75.8) 
of the “high” group indicates that this group approached good adjustment, 
whereas the mean score (49.2) of the “low” group indicates that these women 
had only fair adjustment. Scores of the “high” group were close to 80, the score 
required for good adjustment, whereas the scores of the “low” group were in 
the approximate middle of the “fair” classification. It seemed desirable to study 
the extreme scores, because the group proved to be so homogeneous that they 
registered no scores which could be considered indicative of poor adjustment. A 
correlational study might therefore have concealed a real relationship which 
would appear in only the extreme cases of a distribution with so little scatter. 
These data are based upon the individual’s own estimate of her health rather 
than a physical examination. 
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TABLE 3 
Responses (High and Low) of Total Group to Items Related to Health 


Total Group High ‘ 
. “How would you rate your health at the present 
time?”’ 
Very Pose. . 2 0 0 
2. “Is your health Better « or worse now lien was 
when you were 55 years of age?”’ 
Worse now. 22 0 5 
3. ‘What are your serious physical problems?” 
Persons having no physical problems......... 30 6 0 
Total number of serious nen problems 
71 6 23 
4. “What difficulties you have?” 
Persons having no problems.................. 36 6 1 
Total number of difficulties................... 53 5 23 
5. “‘Nervous and neurotic’? symptoms 
Number of persons listing none 36 5 2 
Total number of difficulties listed. . 73 7 22 
6. “How many days did you epend in te 
last year?”’ 
7. “I am perfectly satisfied with my nn”... 19 6 4 1 i) 
“T never felt better in my life.” a 9 67 4 6 0 10 
“When I wee younger I felt a little better en 
do now.’ 10 6 10 0) 
“T still feel young send full of spirit.” 


The findings suggest that the group as a whole enjoyed good health, yet there 
were marked differences between the “highs” and “lows” regarding almost 
every item. The highest possible score for health would comprise 16 per cent of 
the total possible adjustment score. Health scores in the present sample contrib- 
uted 14.7 per cent of the average total scores. Since over 85 per cent of the 
average total adjustment score comes from areas other than health, the sizeable 
differences which existed between the “high” and “low” groups on every health 
item were impressive, though differences would be expected because of the 
correlation between health and total adjustment already noted. 
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Even though dissatisfaction with health was much greater among women of 
the “low” group than among those of the “thigh” group, it should not be con- 
cluded that they were chronic invalids. No person in the group required nursing 
care of any kind and 8 out of 10 did all their own housework. 

Again and again the author was given the distinct impression that the “highs” 
minimized physical disabilities, whereas the “lows” were inclined to emphasize 
them or to feel ambivalent toward them. Indications of this tendency may be 
seen in the sketches which follow. The sketches are based upon spontaneous 
comments stimulated by the Inventory, proverbs related to 8 areas of adjust- 
ment, and several projective questions. Each of the women was seen three times 
and the total interview time averaged about six hours for each person. These 
brief excerpts are not submitted as proof of the existence of differences between 
the two groups, but they do reflect themes which ran through the considerable 
amount of clinical material available for analysis. 


Mrs. G. lists hearing as a serious physical problem, yet she has no difficulty hearing the 
interviewer’s voice from across the room. 


Mrs. L. describes her health as only fair and feels that it is becoming worse, yet she 
holds a part-time job which would seem to be very demanding physically. She gets out 
to six or more club meetings a week and did not seem at all tired after four hours of ani- 
mated conversation. 


Mrs. A. lists her health as ‘‘fair’’ but at the same time mentions no serious physical prob- 
lems and “‘only a few difficulties which most people have, like tiredness.’’ She ascribes 
these difficulties to excessive stoutness, though she appears only mildly plump. The in- 
terviewer was assured that health was not at all a burden for her and yet at another point 
she said wistfully that she was thankful that she could keep on going. 


Health attitudes of the “high” group often contrasted sharply with the 
attitudes just mentioned. 


Mrs. L., a member of the “‘high’’ group, has no hearing in one ear and impairment in the 
semi-circular canals of this ear so that she has little ability to balance herself in darkness. 
Her hearing difficulties make her very sensitive to noise. She has backaches caused by a 
spinal injury incurred during pregnancy, and general rheumatic stiffness. Nevertheless, 
she talks about her health in a very optimistic way and states that she has no serious 
difficulties. She does not feel that she has any handicap because of health. On one occa- 
sion she remarked that no doctor would be able to find anything wrong with her except 
that she has been in the world too long. Mrs. L. considers her tiredness to be laziness. 
She reports recovery from heart trouble (recovery is never mentioned by members of the 
“low”? group) and says that many people of 40 would like to have her blood pressure. 
Many people in the 70’s might consider some of her difficulties to be serious enough to 
have some influence upon happiness. Mrs. L. says that she looks for happiness ‘‘inside.’’ 


Mrs. P. has had a major gall bladder operation from which she has not recovered suffi- 
ciently to permit her to drive her own automobile. Nevertheless she travels widely 
with the help of a friend who drives her car for her. She did not mention this operation 
in connection with the health section, so that her physical difficulties might not have 
been identified if they had not been brought out in a discussion of automobiles. 


Mrs. F. jokes about rheumatic stiffness in one arm saying: “I can hardly use it some- 
times, especially after shoveling snow.”’ 
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The following case studies are of particular interest because they illustrat« 
two distinctly different reactions to arthritis. 


A Widow Incapacitated with Crippling Arthritis 
Background information 


Mrs. L. is 64 years old. She has lived in a very attractive apartment in an upper middle 
class neighborhood for the three and a half years since her husband’s death. She describes 
her present position in life as comfortable and feels that she is in a better financial position 
than she was ten years ago. She left school at 16 years of age and has had no formal educa- 
tion since, although she has always moved in a circle of educated people who were profes- 
sional friends of her husband. Mrs. L. rates her health as very poor, lists 3 serious physical 
problems and 3 ‘“‘neurotic symptoms.’’ Her adjustment score is in the lower quartile. 


Abstract of selections from interview 


Mrs. L. states that she puts up a stiff fight against her ailment and tries to be courageous 
about it. She states that she does not make frequent mention of it because she does not like 
to burden her friends with her difficulties, but at the same time she seems preoccupied with 
an ailment which is extremely hard for her to ignore or escape. Her first words to the inter- 
viewer were about her adjustments. She noted that she could not be of much use because she 
had 2 great adjustments: ‘‘First my husband died and then I got this arthritis almost over- 
night. I was all right after his death because there were so many things that had to be done 
that I didn’t think about it but now things are settled and it’s harder ... harder, even than 
after his death.” 


“Arthritis limits you in so many ways. I can’t even make it to my car. I don’t get going 
until 11 or 12 because I just can’t get going till then. It didn’t use to bother me when I made 
people wait for me and when I had to be helped everywhere but it is beginning to bother me 
more and more. Still, I have to keep going because the doctor says that once you stop your 
legs stiffen and you have to stay in a wheel chair, and I don’t want any of that. You know 
when I go to bed at night I am worried for fear I will never walk again. Of course I’m crip- 
pled for life and I don’t believe that the new discoveries will help me much, but you can’t 
tell, of course. I don’t know if this is helping you because my life is different from most be- 
cause I have so many adjustments to make. You can’t give up though, I’m not ready for 
that.” 


‘‘My doctor is a marvel ... he knows if I can get out and ride Ill be all right. When I go 
out on rides I have such a nice time. There is a nice boy who goes with me. We discuss ev- 
erything and he kids me a lot. When I get down I’m dependent upon people to cheer me up. 
I can’t sit alone. I need help here so desperately, but you can’t get it now.”’ 


‘Most of the widows I know are so gloomy. I can’t stand that because of my infirmity. 
If they just knew how I want to run across the street and mail a letter. Everything is wrong. 
I don’t plan. I live from day to day. I don’t know if I’ll be alive. My son said you never can 
tell what will happen when a woman gets to be my age. That’s a hard and gloomy thing 
but it’s true.”’ 


“‘T suppose my income is as permanent as anything. A lot of people I know have a great 
concern over money and a fear of having to live with children. That’s the great terror. An 
awful illness taking away every cent you have. That bothers me. I would never live with 
my children. I don’t approve of that. I would never go and live with them.”’ 


“There is really nothing I can do along a recreational line. Everything has changed so 
since I’ve been ill. I couldn’t take a pleasure trip. I have no activities. . . . I do nothing 
but sit now. The pain gets you down but you just have to take it.”’ 
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Mrs. L. spoke of the beautiful home which she had and had never appreciated until now, 
when she feels claustrophobia in her apartment. She went on to speak with pride about the 
achievements of her sons and told at great length how one son seemed quite lonely at col- 
lege: “I didn’t realize it at the time but I know about loneliness now.’’ Nevertheless, Mrs. 
L. seemed to “‘block’’ on the family section of the Inventory, stating that she had no family 
and therefore couldn’t fill that out. A similar response was made to the section on friends, 
with the explanation: ‘“‘I have nobody that I can talk with about anything.”’ 


Interpretation 


Mrs. L. seems to feel that her happiness is chiefly determined by her physical condition, 
and since there is little likelihood of improvement in this, she is more or less ‘‘sitting it 
out.’’ This does not mean passive surrender to her ailment or to her problems insofar as 
this would threaten her independence and possibly require dependency upon her children, 
but there is abundant evidence that the coping resources of her ego are failing. Problems 
are at first ‘“‘skipped over,”’ and then reacted to with a feeling of extreme helplessness. Rides 
in her automobile are an important diversion but the constant reminder of illness cannot 
be escaped for long, and the escape does not help with day-to-day problems. Mrs. L. feels 
very different from other women her age who do not seem to her to have comparable prob- 
lems. Her isolation, even from elderly widows in the same apartment building, makes it 
difficult for her to get any perspective on her illness through a kind of ‘‘dilution therapy.”’ 
It would probably be very difficult for her to lose herself in any kind of activity without 
some form of supportive therapy. Her irregular habits, dependence upon others for succor 
which she cannot return, and lack of insight into the fact that some of her problems are 
partly emotional, probably will lead to a progressive worsening of her situation. It is inter- 
esting that in her own recollection her physical and emotional problems were exacerbated 
by loss of her husband, and loss of a feeling of usefulness after his affairs were settled. The 
automobile rides, with the opportunity they offer for contact with others and distraction, 
form one of the few bright spots in her life. 


A Widow Who Made a Successful Adjustment to Crippling Arthritis 
Background information 


Mrs. K. lives in a ‘‘Granny house”’ adjoining the home of her son and daughter-in-law. 
She paid for this addition herself and it was added to her daughter’s home as a wing some 
years after this house was built. Mrs. K. has close contact with the family and yet maintains 
her own separate life. She has only one ‘‘neurotic symptom,”’ difficulty in getting to sleep, 
and lists only one serious physical difficulty, crippled hands and legs. Mrs. K.’s husband 
died thirty-five years ago and she has had to earn a living and educate her 3 daughters. She 
did this by enrolling in a business course to supplement her high school education. She de- 
scribes her present financial position as better than when she was 55 years of age and says 
that she has enough to get along. Her adjustment score is in the upper quartile. 


Abstract of selections from interview 


Mrs. K. met me at the door herself. She walked with considerable difficulty, although 
with less trouble than the widow in the previous case. She stated that she had thought it 
wise to move nearer to her son because her dependence upon him had caused the son’s family 
considerable inconvenience when they had been far apart. 


Mrs. K. described her ailment very objectively: ‘“‘I had a serious accident fifteen years 
ago which has left me with a permanently crippled leg. The knee joint is stiff and one leg is 
shorter than the other, and of course I have arthritis. I don’t get out much in winter be- 
cause I can’t navigate over ice at all. . . . Yes, I have aching joints. Who doesn’t?”’ 


Mrs. K. says she is trying to ‘‘gear down”’ her activities in line with the energy she has, 
because if she is not careful she will do so much that she will suffer from physical and mental 
strain. 
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Mrs. K. reports very close family relationships but says that she does not believe tha: 
living with one’s family is always a good thing. “‘I would rather go to an institution thar 
live in the same house with my children. I wouldn’t want to give up my privacy and inde 
pendence, and there would naturally be disagreements because different people feel dif 
ferently about things. . . . My grandchildren are very important in my life because the. 
give me the mental stimulation which I need, particularly because I don’t get out muc!; 
any more.’’ Mrs. K. has few contacts with friends. 


Mrs. K. pursues many interests. She verbalizes her enjoyment of life in the following 
manner. ‘“‘Yes, I have been happy in spite of the many things which have happened to me. 
I think that the reason a lot of people aren’t happier is that they don’t work to plan their 
lives, don’t you? That’s what I try to do when I give up some of my activities that no longer 
suit 


Interpretation 


Since no reliable measures of the physical impairment of these 2 widows are available, it 
is possible that the differences between them may be accounted for, at least in part, on the 
basis of such differentials. Nevertheless, it appears that the dissimilarity in the kinds of 
reaction which each person makes to distress, as such, cannot be explained solely in terms 
of the degree of adjustment imposed by a physical handicap. 

Mrs. K. rates her health as good, even though she can get to her feet only with great dif- 
ficulty. Her discomfiture is not interpreted as something which makes her different from 
others, and the limitations imposed by her physical difficulties are accepted without a feel- 
ing of great loss. The thought that failing vision may not permit her to enjoy one of her 
favorite hobbies, for example, was verbalized without comment. 

A clue concerning the sources of Mrs. K.’s capacities for adjustment was obtained from 
a distant relative of Mrs. K. who served as an informant during a separate interview. She 
said that Mrs. K.’s health improved after she lived near the family for a time. ‘“‘When she 
first came to live with the family it required all her strength to struggle out and sit in the 
shade to watch them work in the garden. Now she does her own gardening. She still has the 
same complaint and has days when she is bedridden with it, but these days are less frequent 
and she is able to be about sooner. Even while she is in bed she is planning what she will do 
when she feels better. She is also interested in doing things for the neighbors, whereas in 
her old neighborhood she didn’t know many people because so many of her friends were gone 
and she was too weak to get out and make new ones. 

It seems evident that Mrs. K.’s family contacts are of much value to her. Since her emo- 
tional needs for intimate contacts and human response are met, she is able to think of others 
and of interests outside herself more frequently. She can see the children each day without 
feeling that she is intruding. She no longer has to handle guilt feelings of the kind she might 
easily have had in her previous situations when her children had to disrupt their lives in 
order to come to her during periods of illness. 


Comment 


One of the best indications of the disparity between the psychologic needs experienced 
by the 2 women may be seen in their different reactions to the interview. Mrs. L. tried to 
prolong the interview and to obtain additional interviews, whereas Mrs. K., though helpful 
and friendly, did not attach such significance to the experience. 

Since the family section of the Inventory showed relatively high correlation with total 
adjustment, it may not be accidental that 2 women in their 80’s who registered very high 
self-ratings on health were also among the minority who lived with their families. Equally 
important is the fact that these women and their families were able to make a good adjust- 
ment to this situation. Many women stated with considerable feeling that they would not 
like to live with their families, but Mrs. K.’s arrangement might be suitable for many wid 
ows and their children. 


October 1959 HEALTH PROBLEMS OF A SELECTED GROUP OF WIDOWS 793 


The fact that members of the “low” group experienced over three times as 
many “nervous and neurotic”? symptoms as members of the “high” group may 
be descriptive of the intrapsychic life of the two groups. Such symptoms often 
appear as warning signals of underlying conflict which is not manifested overtly. 
Since conflict of this kind frequently causes physical symptoms, it may have an 
important causative role in the etiology of the health problems of both groups, 
but particularly of the low adjustment group. It should be remembered that 
some persons achieve a kind of adjustment by experiencing partially debilitating 
symptoms which help to prevent the appearance of even more disintegrating 
hostile or masochistic impulses. Therapeutic concentration upon physical com- 
plaints may further distract the patient from consideration of the important 
sources of his difficulties. Psychologic and physical factors should, therefore, be 
dealt with simultaneously. 


SUMMARY AND CONCLUSIONS 


A study sample was selected, consisting of 76 middle-class and upper middle- 
class widows whose mean age was 68. They were interviewed in their own homes 
and an instrument (Inventory) for measuring the personal adjustment of older 
persons was administered. Responses on the health section of the Inventory were 
reported for the entire group and for approximately one fourth of the group 
with the highest and lowest adjustment scores. Attitudes toward health were 
more highly correlated with total adjustment than any of 8 other areas of ad- 
justment, and striking differences between the high and low adjustment groups 
were seen for every item of the health inventory. Although health scores of the 
group were comparatively high, many women expressed concern over their 
health in a way which did not seem in congruity with the more objective evalu- 
ation of their actual condition provided by the items on the Health Inventory. 
Women with high over-all adjustment tended to minimize their health difficulties; 
women with only fair over-all adjustment tended to emphasize them. Illustra- 
tions of this tendency have been cited, and possible explanations for it have been 
presented. Evidence of the relationship between psychologic and physical health 
was seen in the fact that members of the low-adjustment group suffered from 
more than three times as many “nervous and neurotic symptoms” as members 
of the high-adjustment group. Concern for both psychologic and physical 
problems of the older person is essential in the maintenance of health. 
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A NEW AGENT (BENULAX) FOR CONTROL OF THE 
WATER CONTENT OF THE STOOL 


FRANKLIN R. GEIGER, M.D.* 
Cincinnati, Ohio 


People in general, and older folks in particular, have a peculiar tendency to 
think that their entire health problem is reflected in the type and regularity of 
their bowel movements. It is surprising that often an elderly person believes 
that his heart, liver, or blood vessels must be improving because of the passage 
in the morning of a huge, well-formed stool. It is a dismal thought that many of 
us will spend our last days being proud of what we can flush down the toilet. 

The compulsion to have a daily bowel movement leads many people to ingest 
a wide variety of laxatives. There is no doubt that this practice produces further 
disturbances of gastro-intestinal function and motility. In an effort to restore 
normal physiologic processes by controlling the water content of the stool, 
several investigators independently have studied a preparation containing 
dicyclomine, modified sodium carboxymethylcellulose and sodium lauryl! sulfate, 
designated Benulone.! Jobe and Christenson (1) described subjective and ob- 
jective improvement noted in an unspecified number of patients suffering from 
functional bowel distress. Motility and osmotic balance were restored to normal, 
and fecal consistency was regulated. This response occurred regardless of whether 
the patient was complaining primarily of constipation or of diarrhea, or of each 
symptom alternately. McHardy and McHardy (2, 3) confirmed these findings 
in a study of 81 similar patients, 20 of whom were studied with respect to the 
water content of the stool prior to, and following Benulone therapy. The increase 
in water content resulting from treatment varied from 8 to 32 per cent and 
averaged 17.5 per cent (2). Since Benulone contains nothing to stimulate evac- 
uation of the bowel, McHardy and McHardy instructed constipated patients 
to disregard failure to defecate even after five days of treatment, at which time 
on oil enema was permitted (3). A further series of 76 patients was reported by 
Hock (4). He frequently found it necessary to use other medication concurrently, 
but despite the use of a wide variety of drugs in conjunction with Benulone, no 
instance of clinical incompatibility was encountered. 

Control of the water content of the stool characteristically achieved with 
Benulone and the companion product, Benulax,? depends upon the action of a 
modified sodium carboxymethyleellulose derivative designated Modicel. It 
exerts considerably greater osmotic pull than the methylcellulose or the hydro- 


* Address: 5720 Madison Road, Cincinnati 27, Ohio. 

' Benulone is the trademark of The Wm. 8. Merrell Company, Cincinnati 15, Ohio for its 
combination of Bentyl, Modicel, and sodium lauryl] sulfate. Bentyl and Modicel are trade- 
marks of The Wm. 8. Merrell Company—Benty], for its brand of dicyclomine, and Modicel, 
for its brand of modified sodium carboxymethylcellulose. 

* Benulax is the trademark of The Wm. S. Merrell Company for its combination of Benu- 
lone with casanthranol. 


795 


[I 
v- 
0- 
Li- 
J. 
9, 

er 


FRANKLIN R. GEIGER Vol. VIi 


OSMOTIC POWER OF VARIOUS HYDROCOLLOIDS 


Dialysis Tubing - Cellophane 28 mm. (15" Long) 
Dialysate - running tap water : 
Dialysis time - 24 hours 
Tube Contents: 
1. Benulax 10 ml. 
2. 20% Methylcellulose 10 ml. 
3. 9% Sodium carboxymethylcellulose 10 ml. 
4, Karaya gun 2Gm. + 8ml. HAO 
5. Psyllium husk 2Gm. + 8 ml. 
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philic colloids ordinarily used as bulking agents or intestinal lubricants. The 
comparative data are illustrated in Figure 1, kindly provided by Christenson (5) 
who developed the compound. When a preparation containing Modicel is admin- 
istered, excessive loss of water from the stool is prevented in the colon. In cases 
of diarrhea, Modicel contributes mass to the feces, and Bentyl restores normal 
intestinal motility. 

Benulone is relatively difficult to use because there is a psychologic factor 
during the first few days of therapy when the patient may not have a bowel 
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movement. In the hope of overcoming this problem, a companion product, 
Benulax, was designed. As with Benulone, each ounce contains 30 mg. of Bentyl 
hydrochloride, 60 mg. of sodium lauryl sulfate, and 6 Gm. of Modicel. Benulax 
contains, in addition, 180 mg. of casanthranol. 

Casanthranol is a water-soluble cathartic obtained by extraction from cascara 
sugrada (Rhamnus purshiana) and occurs as a light tan, amorphous powder. It 
has several advantages over cascara sagrada, u.s.p. Casanthranol is essentially 
free from the anthraquinones and tannins which account for the bitter taste of 
cascara sagrada and its tendency to produce griping. Casanthranol is stand- 
ardized on the basis of physical specifications, whereas different batches of cascara 
sugrada may vary considerably in potency. 

The present study was designed to determine whether Benulax could be used 
to advantage for a brief period of initial therapy prior to the administration of 
Benulone. Benulax might be useful in overcoming the psychologic problems 
encountered during the period when the patient is discouraged by failure of the 
medicine to induce a bowel movement. 


METHOD AND CLINICAL MATERIAL 


Each patient was given 1 ounce of Benulax at the hour of sleep for eight consecutive 
nights, following which Benulone was substituted. Treatment was then continued without 
casanthranol or any other laxative. 

Twenty-eight patients were treated. Their ages ranged from 8 to 96 years, and 15 of the 
patients were at least 70 years old. The 2 children included in the study suffered from fune- 
tional disturbances probably associated with dislike of going to school. The 8-year-old girl 
had such severe constipation that a diagnosis of megacolon was entertained; this, however, 
was ruled out following roentgenologic examination. Intervals between bowel movements 
were frequently five days or longer. The 11-year-old boy experienced distress only on school 
days, and his symptoms were associated with the difficulties inevitably encountered when 
members of a large family live in a house with only one bathroom and all the children try to 
prepare for school simultaneously. Characteristically, this child would make several trips 
to the bathroom before leaving for school and then start again as soon as he reached school. 
All of his evacuations were stools that were hard in nature and small in quantity. 

Of the 26 adults, 18 were female and 8 were male. Prior to treatment the stools had been 
liquid in 3 patients, and very hard and dry in the other 23. The factors causing or contribu- 
ting to the irregularity of bowel function were as follows: diverticulitis, cardiovascular dis- 
case, renal disease, blindness, hypertension, inoperable carcinoma, pernicious anemia, spas- 
tic colon, hemorrhoids, arthritis, atonic bowel, obesity, prostatic carcinoma, duodenal ul- 
cer, paraplegia, arteriosclerosis, and senility. These conditions were conducive to the in- 
activity which was an important factor in causing chronic constipation. The great majority 
of these patients were habitual users of laxatives. 


RESULTS 


The favorable response to Benulone reported by earlier investigators was 
confirmed in the present series of 28 patients. Benulax produced daily, soft, 
‘ormed stools in all 28 patients even during the early period of treatment, whereas 
-everal days might elapse before a patient receiving plain Benulone would have 
11 evacuation of the bowel. Because of the national compulsion for a daily bowel 
novement, better cooperation was obtained when the casanthranol compound 


Ti 
e 
)) 
ul 


798 FRANKLIN R. GEIGER Vol. V/I 


(Benulax) was used until the physical properties of the stool showed the effects 
of increased and relatively constant water content. 


DISCUSSION 


Benulone contains the atropine-like drug, dicyclomine, to restore nornial 
gastro-intestinal motility; modified carboxymethylcellulose, to prevent abnoriial 
dehydration of the colonic contents; and sodium lauryl sulfate, to soften the 
stool. It restores normal bowel function in most patients suffering from ‘‘the 
laxative habit”? but it usually does not produce an evacuation of the bowel 
during the first few days of treatment. To overcome the psychologic problem re- 
sulting from apparent “failure” of action, we administered the compound in a 
form (Benulax) to which the active principle of cascara sagrada, casanthranol, 
had been added. 

The need for a laxative compound early in the course of Benulone therapy 
varies according to the practice of the physician and also with the amount of 
time the physician has to explain to each patient about the initial delayed effect 
in constipation. Some patients can understand this more readily than others 
Particularly with elderly persons who are no longer attracted to certain other 
physiologic activities characteristic of younger people, there is a definite danger 
of losing their cooperation if their confidence in the doctor is shaken by what 
they interpret as therapeutic failure. The bad habits and prejudices which have 
taken many years to develop are not likely to be corrected with a relatively 
modest amount of lecturing. However, after an eight-day period of treatment 
with Benulax the physical characteristics of the stool, particularly with respect 
to water content, are so improved that a highly gratifying response may be 
expected to plain Benulone. 


SUMMARY 


Of the 28 patients in this study (15 of whom were at least 70 years old), 25 
suffered from chronic constipation and 3 from diarrhea. 

The compound used successfully for long-term therapy was a preparation 
(Benulone) containing dicyclomine, modified carboxymethylcellulose and sodium 
lauryl sulfate, but better cooperation by the patients was obtained when this reg- 
imen was preceded by an 8-day course of treatment with Benulax, a similar 
compound containing casanthranol (from cascara sagrada) in addition. Restor- 
ation of normal bowel habits depended largely upon control of the water con- 
tent of the feces. 
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BREAST CANCER 
ALFRED H. IASON, M.D. anp BEN PANSKY, Pu.D. 


New York Medical College, New York, N.Y. 


Surgery, radiation, endocrine therapy and chemotherapy are our presently 
available means of combating cancer, the most common neoplasm of the female 
breast. These several methods are used, either together or successively. Sur- 
gery removes the tumor and surrounding tissues. Radiation by x-ray, radium 
or radioactive isotopes tends to destroy the cancer tissue. Together, and indi- 
vidually, they offer the only present means of cure. Chemotherapy is only 
palliative but may be exceedingly valuable in prolonging life and reducing 
pain. That there are varying opinions as to the value of the different methods, 
is a matter of common knowledge. 


ANATOMY OF THE BREAST 


Fasciae 


The superficial pectoral fascia is continuous above with the superficial cervi- 
cal fascia, below with the abdominal fascia, and laterally with the axillary 
fascia. It contains a quantity of fat in which the mammary gland is imbedded. 
In the upper and medial part of the thorax, this superficial fascia is relatively 
well separated from the deep pectoral fascia by the radiating small tendons of 
the platysma, but in the lower and lateral part of the thorax and in the axilla 
it merges with the deep pectoral fascia. 

The mammary gland is closely united with and supported by the overlying 
skin and is loosely joined to the pectoralis fascia. The suspension in the skin, 
especially in adolescents, is strengthened by the fascia superficialis thoracis. 
From its insertion into the clavicle, this fascia covers the posterior aspects 
of the breast and merges with its connective tissue, forming the ligamentum sus- 
pensorium mammae (Giraldes). Between the posterior surface of the breast 
and the thoracic wall proper, there is a space where the connective tissue is 
looser than in the circumjacent area. A similar condition prevails on the con- 
vex aspect of the breast where the layer of cutaneous fat can be readily freed 
from the fatty tissue closely connected with the gland itself. 

The deep fascia is attached above to the clavicle and medially to the sternum. 
It invests the pectoralis major and is continuous below with the fascia of the 
abdominal wall. Laterally, it becomes thickened and forms the floor of the 
axillary space (axillary fascia), continuing posteriorly onto the posterior fold 
of the axilla, and laterally to join the deep fascia of the brachium which is a 
continuation of the deep cervical fascia. 

Beneath the pectoralis major, a deep layer of fascia invests the pectoralis 
minor muscle. At the superior medial border of this muscle it forms the clavi- 
pectoral fascia (coraco-clavicular) which passes upwards to the inferior border 
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of the subelavius muscle, where it splits into two layers and becomes attached 
in front and behind the subclavius to the inferior surface of the clavicle. Me- 
dially, along the subclavius, it is attached to the first costal cartilage; passing 
laterally, it reaches the coracoid process and the coraco-clavicular ligament. 
That part of the membrane extending directly between the first costal cartilage 
and the coracoid process is thicker than the rest. The clavipectoral fascia is 
pierced by the highest thoracic and thoraco-acromial vessels, the cephalic vein, 
and the lateral anterior thoracic nerve. 

At the inferior lateral border of the pectoralis minor there is a further ex- 
tension of the deep fascia down to join the fascia of the floor of the axilla (sus- 
pensory ligament) and this continues laterally into the fascia that covers the 
biceps and coracobrachialis muscles. 

The deep fascia of the medial wall of the axillary fossa is a thin, adherent 
vestment of the serratus anterior and external intercostal muscles. The deep 
fascia of the posterior wall constitutes a more fatty and adherent covering for 
the latissimus dorsi, teres major and subscapularis. The fasciae of the serratus 
and subscapularis muscles are continuous at the vertebral border of the scapula 
with the prevertebral fascia at the apex of the axillary fossa. 


Arterial blood supply 


The arterial supply of the breast (Fig. 1) is derived chiefly from the branches 
of the axillary artery or one of the main branches and perforating branches 
of the internal mammary. Some believe that the anterior intercostal vessels 
may also contribute to the supply. 


Axillary artery 
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Fig. 1. Arterial blood supply of breast 
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The vessels are embedded in the cutaneous fat and their depth depends cn 
the amount of fatty tissue present. 

The breast in its entirety being hemispheric and the gland tissues with n 
conical, the vessels often lie deeper at the periphery than towards the areola. 
As the breast is flatter medially and of greater rotundity laterally, the vessels 
often course nearer the surface medially than laterally. Adjacent to the nippie, 
the vessels pass between the skin and the glandular tissue. 

As the mammary arteries are tortuous, they permeate the perimammary 
fat at various levels and are accompanied on their course by corresponding 
veins and lymphatics. 

There is sustained agreement among anatomists that symmetric vasculari- 
zation of both breasts is rare. 

It is of paramount importance, especially from the surgical viewpoint to 
bear in mind that modifications occur in the arterial supply of the breast during 
lactation and other physiologic processes. There is particularly great varia- 
bility in the branches of the axillary artery; many of these branches may not 
even supply the gland. The breast zones are equally well vascularized. The 
retroglandular blood vessels are relatively few and of smaller caliber. 

Age also is an important factor in the number, distribution and condition 
of the blood vessels. 

The arteries supplying the glandular tissue are predominantly anastomotic 
between themselves, but there is close linkage also between the mammary and 
the muscular blood vessels. Most of the vessels tend to travel transversely and 
cephalad to the nipple. The lateral thoracic artery, a branch of the second part of 
the axillary, descends along the lateral margin of the breast and sends small 
branches into the gland, but the largest ones go to the thoracic wall. The first 
4 or 5 of the anterior perforating branches of the internal mammary artery sup- 
ply the breast, but only 2 (usually the first and the fourth branches) are well de- 
veloped. Since these vessels pass cephalad to the nipple and in a transverse direc- 
tion, the blood supply of the gland is mainly located at its superomedial and 
superolateral aspects. 

The blood supply in the circular periareolar plexus is of great surgical im- 
portance. The ramifications of the plexus nearly circumscribe the nipple. The 
width of the ring varies between 2 and 5 cm. and it is formed by the branches 
of the internal mammary artery in the medial upper angle, the thoracic lateral 
artery at the lateral upper angle, and the intercostal arteries inferiorly. The 
twigs of the internal mammary artery, which predominate, branch at different 
levels and distances from the nipple into 2 ramifications which encircle the 
nipple, together with branches from the other sources. From this vascular 
circle, fine arterioles reach the nipple-base and the areola. This pattern pro- 
vides maximal blood supply and can be considered the most favorable for sur- 
gery from the viewpoint of possible postoperative necrosis. (Resection of the 
lateral half of the breast will not effect the vitality of the nipple in the presence 
of such circular perialveolar vascularization.) 

A looped plexus pattern is found when the long thoracic artery (lateral) 
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is well developed. Its branches turn medially above and below the nipple and 
anastomose with the other vessels mentioned. 

A radial plexus pattern is the most uncommon. There is no loop formation 
around the nipple and the ramifications from the two main sources are directed 
towards the nipple separately from each other (without anastomosis). 


Lymphatics 

Since metastasis is one of the fundamental problems of mammary cancer, 
knowledge regarding the lymphatics drainage of the breast is essential for 
better realization of the devastating effects of the disease and the frequent 
futility of even early diagnosis and surgical intervention. 

The various lymphatic pathways of the mammae may be summarized as 
follows (Fig. 2): 

1. Axillary, to the anterior pectoral nodes (low), to the central axillary nodes 
(mid), to the subclavian nodes (high or apex). The axillary lymphatic plexus 
consists of from 16 to 36 nodes united by stems, but divisible into 2 sub-groups 
according to the position of the nodes and the source of their afferent vessels. 

2. Internal mammary route along the internal mammary arteries to the 
mediastinal nodes. 

3. Paramammary route of Gerota, through the abdominal lymphatics to the 
liver and subdiaphragmatic nodes. 

4. Groszman’s path through the lymphatics perforating the pectoral muscle 
to Rotter’s nodes, beneath the pectoralis major. 


Infraclavicular nodes 
Delto-pectoral nodes 


Deep ¢ervical nodes 
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Central axillary 
nodes 


Anterior axillary | 
nodes 


To rectus 


Fic. 2. Lymph drainage of the breast 


VII 
3 On 
thn 
sels 
pie, 
lary 
ling 
lari- 
to 
ring 
Tia- 
not 
The 
tion 
otic 
and 
and 
t of 
nall 
first 
up- 
de- = 
rec- 
The EEC Y 
hes 
eral 
The 
ent 
AT 
sur- 
the \ 
nce 
ral) 


804 ALFRED H. IASON AND BEN PANSKY Vol. VI! 


5. Gross mammary pathway via the superficial lymphatics to the opposite 
side. 

6. Substernal pathway to the mediastinal nodes. 

7. Pathway directly to the subclavian nodes. 

8. Lower superficial pathways to the lymphatics of the abdominal network. 

There are 5 sets of lymphatic vessels which communicate freely with one 
another: (a) a superficial or cutaneous set including those of the nipple, areola 
and surrounding tissue; (b) the sub-areolar plexus of Sappey; (c) the intrs- 
mammary lymphatics; (d) the lymphatics of the cireum-mammary fat; and 
(e) the retromammary lymphatics. 

In the main, the primary channels of lymph drainage are through the center 
of the mammae in a vertical direction and thereafter centrifugally over the 
submammary fascial plane. Into this primary group of lymphatic channels, 
subsidiary vessels drain in a centripetal direction. 

Thus it may be seen that the most meticulous dissection for the removal of 
all involved lymph nodes is mandatory for a satisfactory radical mastectomy. 


INCIDENCE OF MAMMARY CANCER 


The sex variation in incidence is the net effect of the widely varying suscep- 
tibility of different organs and tissues to cancer. Susceptibility to cancer of 
the reproductive system (breast and genital organs) shows the most impres- 
sive differences between sexes (Fig. 3). Nearly half (about 45 per cent) of all 
new malignant growths occurring in females originate in the breast or genital 
organs. In contrast, only about 10 per cent of new malignant growths in males 
originate in sex-differentiated tissues. 

Prior to puberty, the incidence of cancer of the reproductive system is equal 
in both sexes. After puberty, the picture changes rapidly. By the age of 30, 
the incidence in the female far exceeds that in the male and this ratio continues 
for about twenty years. The incidence of cancer of the breast for both males 
and females continuously increases throughout the entire span of life even 
though the absolute level finally reached is nearly thirty times greater in the 
female. 

The question of heredity must be considered. So far as is known at present, 
heredity accounts for very little cancer in the human race. However, inherent 
weakness or susceptibility due to heredity may lower the resistance of certain 
organs. 

Although the causes of various cancers are unknown, certain selective fac- 
tors in the human hosts are known. The breast cancer patient is usually a woman 
of relatively high economic status. White American women suffer from this 
disease more frequently than Negro women. For some unknown reason the 
incidence of breast cancer is low in Japanese women, being only about one- 
sixth to one-eighth of that in their American counterparts. Breast cancer occurs 
more frequently in single women than in those who are married; and within 
the group of married women, it occurs more frequently in those marrying late 
in life, having fewer children, and manifesting reduced fertility. 
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Fig. 3. Incidence of breast cancer in males and females according to age. (From Dorn, 
H. F.: Symposium; cancer: what we know today; changing incidence of cancer throughout 
life, Bull. New York Acad. Med. 31: 717-725 (Oct.) 1955.) 


Some physicians believe that breast cancer is more frequent among child- 
less women than among mothers who nurse children. It is not clear whether 
having children provides partial protection or whether the nursing is the essen- 
tial factor. A childless woman closely related to a woman with breast cancer 
may have a greater chance of having the disease than does a woman who has 
no such relatives. However, it is known that even if close relatives have breast 
cancer, a woman who bears and nurses children may escape the disease either 
completely or until much later in life. According to some observers, breast 
carcinoma is three to four times more frequent in women with family histories 
of breast cancer. 


DETECTION AND DIAGNOSIS 


A number of new methods and techniques are being applied to the detection 
and diagnosis of cancer. For example: 

(a) A suggestion that only cancer cells can absorb complete protein mole- 
cules raises the possibility of destroying the cancer by injection of proteins 
combined with radioactive elements or other toxic substances. 

(b) Recent findings in the field of viruses indicate that the virus problem 
and the cancer problem are similar. Some of the experimental evidence is con- 
sistent with the idea that viruses are the etiologic agents of most cancers, but 
there is no direct evidence of this relationship in man. Nevertheless, because 
viruses are related to so many tumors in animals, and man is known to carry 
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perhaps hundreds of them in latent form, it would be surprising if viruses did 
not play some role in human cancer. 

(c) Application of the exfoliate-cytology test as a mass screening device. 
The distinctive advantages of exfoliate cytology are 1) simplicity and inex- 
pensiveness, 2) reliability in experienced hands, 3) early recognition of latent 
cancer, and 4) large-scale screening possibilities. The disadvantages are 1) the 
diagnostic criteria require further standardization, 2) the types of cells are 
difficult to identify by origin, 3) the grade of malignancy remains unknown, 
and 4) the time requirement for cytologic examination is longer than for ex- 
amination of a histologic section. However, in the final analysis, as Papanicolaou 
and others indicate, examination of a smear from the nipple secretion does 
afford a method of early detection of breast cancer and is a practical observa- 
tion, since a positive diagnosis can be made in a certain small number of pa- 
tients showing secretion from the nipples. 

(d) Aspiration of blood vessels draining the possible tumor site for identi- 
fication of cancer cells. (It has also been reported that the cancer cells can be 
picked’ up in other superficial vessels for identification and diagnosis, e.g., the 
cephalic or basilic vein.) 

(e) Ultrasonic radiations which are reflected like radar, in detecting cancer. 
This method is particularly promising in tumors of the breast and other soft 
tissues. 

(f) A dye or a radioactive compound that is selectively absorbed by the can- 
cer cells and can be used for detection as well as treatment. 

(g) The use of chemicals (chemotherapy) has been emphasized and may be 
a promising approach to the treatment of disseminated or metastatic cancer. 
The list of compounds which have some place in the treatment of one or another 
type of disseminated cancer is too extensive to describe here. 

(h) The use of oncolytic viruses which have an affinity for particular cells. 
This is a particularly encouraging possibility, because viruses in general are 
quite specific for certain types of cells and because the activity of these viruses 
can be attenuated or modified readily. 


METASTASES 


Metastasis usually occurs by infiltration through the lymphatics and is often 
retrograde, spreading first insidiously and impalpably and then grossly and 
detectably (Figs. 4-8). The word impalpably has a sinister connotation when 
the expression ‘“super-radical” or even “radical” surgery is mentioned. The 
axillary lymph nodes are the most commonly involved. According to Berg (1), 
they are not involved as a unit, but progressively from level to level. (Level I, 
nodes lateral and inferior to the pectoralis minor muscle; level II, nodes behind 
the pectoralis muscle; level III, a few nodes medial and superior to the muscle). 
Progression of the metastases can thus be used to estimate the probability of 
the extension of the cancer beyond the limits of the operative field. The prog- 
nosis then has statistical value, particularly when one considers the highest 
level of axillary involvement along with the size of the primary cancer. Berg 
found that patients with level II metastases showed a three-year death rate 
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Fig. 4. Order of metastatic infiltration in regional lymph nodes in breast cancer 
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of 26 per cent. When the primary cancer was less than 4 cm. in diameter, the 
three-year mortality was only 17 per cent; when the tumor was greater than 
4 cm. in diameter, the three-year mortality rose to about 47 per cent. On the 
other hand, when metastases were limited to level I, usually the prognosis was 
the same as if no malignant axillary nodes existed. 
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Figure 6 


The internal mammary chain lying behind the costal cartilages lateral to 
the sternal border are probably involved almost simultaneously with the in- 
vasion of the axillary lymph nodes. In Kaiser’s series (2) the rate of involve- 
ment of the mammary axillary lymph nodes was 23 per cent. Overall survey 
of the literature shows that, dependent on the location of the tumor, the para- 
sternal nodes may be involved in 20—40 per cent of the cases. Urban (3) agrees 
with Kaiser that the relatively high percentage of involvement of the para- 
sternal nodes makes their removal essential in any radical mastectomy. Sta- 
tistics also show that a 60 per cent five-year cure rate exists when radical mas- 
tectomy has included the removal of the parasternal lymph nodes, as 
compared to a 47 per cent five-year cure rate when only postoperative radiation 
accompanied the usual radical mastectomy. However, further evaluation of 
these statistics is necessary. 

Still another pathway for metastasis is the spread downward from the lower 
and medial margins of the breast. This area is within an inch of the ensiform 
cartilage, where the body is poorly protected against involvement. At the tip 
of the ensiform cartilage the linea alba is permeated by lymphatic vessels. 
Thus, metastases reach the abdomen by way of the rectus sheath (or deep 
fascia), proceed down the lymphatics to the epigastric region, and there invade 
the abdominal wall, pass up the ligamentum teres or the falciform ligament 
of the liver by way of the lymphatics and thus accompany the veins into the 
porta hepatis from which they can break through the liver capsule. 

Still another common site for breast cancer metastases is the humerus at the 
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insertion of the deltoid muscle and the greater trochanter of the femur, where 
the deep fascia is closest to the bones. Interestingly, bone metastases do not 
usually occur below the elbow or below the knee. 

The vertebrae, too, may be involved by permeation along the intercostal 
lymphatics. The dorsal nerve roots may be affected long before the vertebrae 
themselves. 

Occasionally, a few lymphatic vessels pass to the cephalic lymph gland (in 
the delto-pectoral groove), or some of the lymphatics from the upper and lateral 
quadrants of the breast form a trunk that pierces the pectoralis major muscle 
and directly enters the cephalic node along the axillary vein, short-circuiting 
the axilla. It is also possible for cancer to spread across the midline to the 
other subpectoral plexus, then to the opposite axilla and finally to the oppo- 
site breast. 

However, proliferation along lymphatic channels is not the only method of 
spread. It appears that metastases may arise in distant organs without affect- 
ing regional lymph nodes and even before the primary tumor is detectable. 
Tumor cells may migrate and work their way through the delicate endothelium 
of lymphatic walls or even through the stronger walls of the blood capillaries. 
The cells may be carried a considerable distance by either the lymph or the 
blood stream. 

The spread by way of the blood stream may occur more frequently than 
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has been thought. The direction of the spread is unpredictable and fortuitous; 
years of quiescent growth and colonization may pass before there is any gross 
manifestation. Transfer by means of the blood stream usually takes place from 
a highly vascular neoplasm, and tumors that tend to invade blood vessels are 
prone to metastasize early. 

Still another means of spread is the accidental transplantation of the cancer 
cells to new sites by means of the instruments and gloves that the surgeon 
uses at the time of operation. 

Thus, one cannot concentrate on the gross extent of the disease and ignore 
completely the impalpable spread, the limits of which can be detected only 
by the pathologist, imperfectly or not at all. Cancer tends to grow in the con- 
nective-tissue spaces and invade the lymphatics because of the lesser degree 
of resistance in these tissues as compared to that of the “solid,” dense epi- 
thelium. Permeation of the lymphatics and invasion of the blood vessels is a 
frequent occurrence. There is also an intraepithelial spread, as well as an ex- 
tension from an underlying tumor in the epidermis. In fact, there is no ap- 
parent rhyme or reason to the dissemination of malignant cells. Certain varieties 
of cancer do not necessarily have specific predilection for certain sites or nodes 
or for certain forms of metastasis. Hence, prognosis may not depend upon 
the degree of malignancy; objective tests must be used in addition. 

The phenomenon of infiltration by a cell which has lost its marker antigens can 
be explained on the basis of metabolic competition. A neoplastic cell possesses 
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a superior ability for capturing from the internal environment and concentrat- 
ing the free amino-acids essential for its protein synthesis. In this activity the 
neoplastic cell is superior to the normal cell, and the eventual history of the 
tumor is dependent upon such superiority. The more active the cell, the faster 
will it infiltrate and produce anorexia, cachexia and eventual death. 


SURGICAL TREATMENT 


The only hope of a cure at present is by operative radical removal of the breast 
and associated tissues as well as the parasternal nodes. The procedures are de- 
vised to remove all metastases, palpable and impalpable. However, the removal 
of impalpable metastases is always a problem. Under average conditions, ap- 
proximately 30—40 per cent of patients so treated can expect to live for five years. 

Figure 9 represents a survey of 200 cases treated surgically and the sites of 
the primary cancer. Also indicated are the percentages of five-year local recur- 
rences and five-year clinical cures. It can be seen that when the medial quadrant 
of the breast is involved, there are more recurrences and fewer clinical cures com- 
pared to cases in which the lesion is in the lateral quadrant. Five-year local re- 
currences are more frequent between the ages of 30 and 39, which is still within 
the menstrual phase of life; the clinical cures are greatest between the ages of 
60 and 69, when the ovary is far past its prime. 

The results of surgery have been discouraging and alternatives to the pure 
radical operation have been presented. The first is to abandon radical surgery 
and substitute irradiation, with some patients receiving a preliminary partial 
mastectomy to remove the bulk of the breast and thus facilitate delivery of the 
required dose of radiation. Of over 110 patients thus treated, 42 per cent have 
survived five years. Thus, radiation can be useful in several ways, e.g., inoperable 
lesions may be held in check, preoperatively it may reduce the vitality of the 
cancer cells and diminish the possibility of operative spread, and postoperatively 
it may even destroy the cancer cells that have escaped removal. 

The so-called superradical surgical approach by which the thoracic cavity is 
opened and part of its wall excised has a price in both morbidity and mortality, 
since it limits the thoroughness of the removal of the tissues on the chest wall 
The problem is whether it is worthwhile to sacrifice the known local effect of 
the radical mastectomy for the gain that may come from excision of the chest 
wall. 

Block dissection often fails because cancer cells are frequently transferred by 
way of the blood stream, especially when there is evidence of extension of the 
growth along the lymphatics. It is often not possible to discover the more malig- 
nant growths before they have established distant and inaccessible metastases. 
Examination of peripheral and regional blood for tumor cells may aid in the effec- 
tiveness of chemotherapy and in studying the biologic nature and routes of dis- 
semination of tumors. Breast cancer kills by metastases and not by local growth, 
and usually the tumor is already old when it is first discovered. Lack of can- 
cerous lymph nodes in the axilla, based solely on results of examination of fresh 
specimens, is an unreliable criterion. 
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Fig. 9. Results of surgery in 200 cases of carcinoma of the breast 


The duration of survival and the incidence of actual cure are vastly increased 
by early diagnosis and operation. In general, the results of commonly accepted 
surgical methods of treatment of cancer of the breast are fairly good. Neverthe- 
less, there is great confusion as to how the disease should be treated. Some of 
the poor results may be due to the “spilling over’’ of cancer cells during the opera- 
tive procedure. Recent evidence indicates that operative dissemination of the 
cancer cells into the venous system and lymphatics of the wound can occur. 
Therefore, anticancer agents administered at the operative site and intravenously 
might destroy or subdue microscopic nests of cells which could later give rise to 
lethal metastases. At present, nitrogen mustard and thioTEPA have shown some 
promise in this regard. When abdominal metastases are present these chemicals 
may be injected into the abdomen, or they may be given intravenously. 
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RADIATION 


Radiation is probably rarely curative but it slows tumor regrowth by locking 
viable cells in fibrous tissue and obliterating lymphatic channels, even though it 
cannot reach all the cells in the blood stream. Radiation can do harm as well 
as good and should not be applied prophylactically as a routine measure. How- 
ever, despite the fact that routine postoperative radiation has been eliminated 
in some clinics, gratifying results can sometimes be obtained by roentgen-ray 
therapy of recurrences or metastases. Pain may be alleviated and survival in- 
creased. Radiation is a palliative measure; thus employed, it is especially to be 
recommended for its mitigating effect on the pain caused by skeletal metastases. 

However, the morbidity from intensive radiation treatment, even when con- 
trolled carefully, is considerable. The uncertainty regarding the permanence of 
the curative effect is a disadvantage; the cancer is not destroyed in many in- 
stances but merely locked up in a dense fibrous stroma from which it may be 
released later. 

Though radiation therapy is used for palliative relief, one must pay attention 
to the patient’s general metabolic state, utilize adjuvant drugs, and watch for 
complications or new developments. Manifestations of metastasis often require 
distinct alterations in therapy. Electronic and mechanical engineering and the 
by-products of atomic energy have vastly increased the number of available 
methods. There is no doubt that x-ray therapy is much more effective than 
hormonal therapy in the treatment of osteolytic lesions of the skeleton. Radia- 
tion is the treatment of choice for relatively localized lesions in menopausal 
women when the lower lumbar spine or pelvis is involved. Because of the ana- 
tomic location of the ovaries, the treatment will affect ovarian function. 

Despite mastectomy and prophylactic radiation therapy, in the majority of 
females with primary breast cancer the disease eventually becomes disseminated. 
The progression of the metastatic cancer, however, is extremely variable; in 
some patients it is rapid, but in others it may take several years. Hence, pallia- 
tive therapy constitutes a very important factor in treatment. A combination 
of x-ray radiation and hormonal treatment has proved effective for palliation 
in many cases of metastatic cancer of the breast; there is often temporary arrest 
of tumor growth and consequent prolongation of life. 

X-ray therapy alone has been known to cause objective remissions in up to 
75 per cent of the individual lesions of metastatic breast cancer. The duration 
of the effects is variable. The greatest drawback is the fact that the effects are 
only local. 


SEX HORMONE THERAPY 


Beatson in 1896 was the first to show that oophorectomy could induce tem- 
porary regression of metastatic mammary carcinoma. Oophorectomy performed 
in premenopausal women has induced objective remissions in about 44 per cent 
of the cases, but in only 10 per cent of the cases in postmenopausal women; 
thus oophorectomy constitutes the optimal initial treatment for premenopausal 
breast cancer, according to Pearson et al. (4). The remissions last about nine 
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months on the average, and have been explained on the basis of the removal of 
the major endogenous source of estrogen. 

The underlying principle in hormonal therapy of breast cancer is suppression 
or neutralization of ovarian secretion. It should be emphasized that hormonal 
treatment is palliative only; therefore, early diagnosis and surgical removal of 
the tumor remain the primary modes of attack on mammary cancer. Endocrine 
therapy is considered by some authors to be the most logical of the complemen- 
tary measures, on the basis of the observation that breast cancer becomes in- 
creasingly active during pregnancy and the puerperium. 

Changes in calcium metabolism may serve as a criterion for determining the 
estrogen dependency of the neoplasm, and thus as a guide to the type of hormone 
treatment. A cancer with highly differentiated cells is almost always hormone 
dependent, whereas one with undifferentiated cells is rarely hormone dependent. 
A woman who has undergone mastectomy has a 20 per cent better chance of 
surviving for more than five years if she receives androgen therapy. The treat- 
ment does not prevent metastases, but it prolongs the period of latency. 

It is of interest that there is a very high incidence of hyperplastic ovarian 
cortical stroma in patients with breast cancer (4). In a series of autopsies, 86 
per cent of breast cancer cases show this change as compared with 37 per cent of 
noncancerous cases. In less than 3 per cent of the patients were the ovaries and 
adrenals normal or atrophic. From the data it appears that endocrine changes in 
women who eventually suffer from breast cancer commonly begin with over- 
growth of the ovarian stroma and an associated increase in pituitary gonado- 
tropic basophil cells. 

It is difficult to select. patients for oophorectomy, since there are no practical 
histologic or clinical criteria. Since only about 50 per cent of mammary can- 
cers are not estrogen-dependent, oophorectomy is undertaken with only a 50 per 
cent expectation of success. Another possible cause of non-success after oophorec- 
tomy or adrenalectomy is failure to remove all of the sources of estrogen, such 
as the accessory adrenal glands and the accessory germinal epithelium. Accord- 
ing to Pansky and Mossman (5), “it is possible after the presumed total ovariec- 
tomy to get regeneration of the ovary in its ligaments’’; therefore, conceivably 
there may be secretion of estrogens after the removal of all visible ovarian tissue. 
Estrogen may be secreted by the ovary, adrenals, and sometimes the tumor 
itself. 

Androgen therapy induces objective improvement in about 20 per cent of 
women with breast cancer, and subjective improvement in about 60 per cent. 
There is no relationship with age, and the average duration of remissions is 
about seven and a half months. However, it has been shown that androgen can 
be converted to estrogen, especially in castrated adrenalectomized women with 
breast cancer. Furthermore, side-effects, such as masculinization and hyper- 
caleemia, may be undesirable. Because of the action on the kidneys, uremia may 
result. Therefore, since androgen therapy carries the potential of accelerating 
the condition, and the percentage of remissions is less than with ablative pro- 
cedures, it should be reserved for cases in which the disease has relapsed after 
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oophorectomy, adrenalectomy or hypophysectomy, or in which ablative therapy 
cannot be tolerated. 

The exact means by which androgen causes remissions in breast cancer is not 
known. Perhaps it may neutralize the effect of estrogen by reducing gonado- 
tropin levels and thus inhibiting estrogen formation. Remission in a patient 
with a non-estrogen-dependent tumor has never been observed. The possibility 
should be considered of androgens being converted into estrogens within the 
body, and thus an estrogen-dependent tumor becoming stimulated by the con- 
verted androgen (coincidental hypercalcemia and hypercalciuria). An increase 
in circulating estrogen may inhibit pituitary gonadotropic activity and lead to 
suppression of ovarian function, whereas withdrawal of estrogens (whether ac- 
complished by oophorectomy, ovarian irradiation or testosterone therapy) may 
stimulate the anterior pituitary to increase the output of gonadotropic hormone, 
which in turn stimulates the extragenital sources of estrogen such as the adrenals. 
There is no way of anticipating hormone dependence. At best, hormone therapy 
is uncertain in its effects, and should be used only for treatment of inoperable, 
metastatic and recurrent carcinomas for which local surgery or radiotherapy is 
futile. 


ADRENALECTOMY 


The adrenal cortex is a complex structure and produces a variety of hormones; 
like other ductless glands, it is subservient to the pituitary. Its activities are 
regulated by the adrenocorticotropic hormone (ACTH). The hormones pro- 
duced by the adrenal cortex are steroids; they are modified in the liver and 
appear in the urine as steroid end-products. It is possible to separate them into 
17-ketosteroids, androgenic derivatives and reducing corticoids. Androgens are 
metabolized in the liver as neutral 17-ketosteroids. The adrenals are a known 
source of estrogens, androgens and progesterone. Estrogens may still be pro- 
duced in the body by the adrenal glands, following castration menopause. 

Women with mammary cancer who have obtained benefit from castration 
are likely to obtain secondary remissions following adrenalectomy. However, 
it usually fails in cases in which oophorectomy has proved futile. 

The median duration of objective remissions one may expect in patients re- 
ceiving androgen and estrogen treatment is apparently about four months, after 
bilateral oophorectomy about six months, and after bilateral adrenalectomy fol- 
lowing oophorectomy about seven months. 

In the final evaluation of the results of adrenalectomy in breast cancer, one 
must also consider that 1) the older the patient, the better the response, 2) 
tumors with late metastases show better results, 3) the greater the degree of cell 
differentiation in the tumor, the better the prognosis, since the more embryonal 
types of growth are more resistant to any form of therapy, and 4) estrogen-de- 
pendent breast cancers yield better to adrenalectomy and even to oophorec- 
tomy alone than do cancers that are not estrogen-dependent. Thus it is always 
important to determine urinary estrogens. 

After bilateral adrenalectomy there is a marked reduction in estrogen ex- 
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cretion, but not complete abolition. Nevertheless, objective regression of the 
tumor may occur in spite of continued estrogen excretion. On the other hand. 
there may be progression of the disease although no estrogen can be detected in 
the urine. Continued estrogen excretion is observed more often in cases of re- 
lapse than in cases of remission. 

According to Pearson et al. (4), among 38 women with metastatic carcinoma 
of the breast who had previously undergone oophorectomy, bilateral adrenalec- 
tomy produced objective remissions in 17 (45 per cent); the average duration 
of the remission was eight and a half months. Sixteen of 25 postmenopausal 
women with metastatic breast cancer, so treated, obtained objective remissions 
of an average duration of seven months. In premenopausal women, combined 
oophorectomy and adrenalectomy is the recommended initial therapy. Further- 
more, since androgen therapy carries the potential of exacerbating the growth 
of breast cancer, it should be reserved for cases of relapse following oophorec- 
tomy and adrenalectomy. 

In spite of symptomatic improvement the lesions may progress. Responses 
may vary as follows: 

1. Symptomatic improvement and apparent regression of osseous metastases. 

2. Symptomatic improvement including relief of pain, but no observable re- 
sponse in the osseous metastases. 

3. No subjective improvement (no relief of pain), but regression of the osseous 
metastases. 

4. Progression of osseous lesions, but relief of pain. 

5. Progression of primary breast tumor and soft-tissue metastases, with marked 
improvement in the clinical picture. 

6. Arrest or regression of osseous metastases, but progression of soft-tissue 
lesions. 

7. No improvement. 

When a surgeon contemplates adrenalectomy he must not forget the meaning 
of the words “improvement” and “regression.”” The patient is not concerned 
with some slight change in calcium excretion; she wants a longer life that is com- 
fortable, or the same length of life more comfortably, particularly if she is in pain. 
For her, the end must justify the means. 

Surgeons are concerned with the patients’ fitness for operation, with their 
general and metastatic disabilities, and with their attitudes of mind, set in their 
own particular life situations. If one assumes that the operation is indicated on 
account of carcinomatosis, the approach can be simplified to a consideration 
of: 1) What chance has the woman of surviving adrenalectomy? 2) If she has 
a reasonable chance of surviving, should operation be recommended? 

Personal opinion enters into the decisions, more than in many others. There 
are numerous factors that can influence one’s judgment. If there is no chance of 
surviving from carcinomatosis, what are “reasonable” chances of surviving if 
operation is to be recommended? 

The conservative surgeon who likes to be able to publish “good figures”’ will 
want to operate only on patients with every possible chance of surviving his 
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operation. The really radical young man will operate if there is the slightest 
chance of survival—say 1 in 100. The point is how to decide the odds, and how 
to present them to the patient. If it be taken for granted that the operation is 
desirable in terms of the carcinomatosis, then the surgeon becomes concerned 
with the woman’s ability to respond to adrenalectomy. If it is clear that she 
has no chance of surviving the operation or that she will be completely incapaci- 
tated as a direct result of it, this should be explained clearly to a responsible 
person, who may dissuade her from having the operation. The operative and 
immediate postoperative mortality is due to the following factors: poor selection, 
poor preparation, poor anesthesia, poor surgery, poor endocrine replacement 
therapy. 

The major factors influencing survival may be grouped under six headings, 
and these factors provide the basis for the contraindications to operation: age 
and general condition, attitude of mind, exercise tolerance, hepatic disease, 
impaired renal function, and poor management. 


HYPOPHYSECTOMY 


Hypophysectomy eliminates pituitary hormones, and thereby suppresses 
ovarian and adrenal function to a degree comparable with that produced by 
extirpation of both of these glands. Thus it may be a means of summation of the 
beneficial results of oophorectomy, adrenalectomy and hypophysectomy per- 
formed in sequence, and constitute the optimal initial endocrine treatment. 
Further evaluations are essential, however, for even the smallest degree of 
speculation. Complications such as diabetes insipidus and visual disturbances 
have been observed. Very soon after complete hypophysectomy, vaginal smears 
indicate cessation of ovarian function and after a few weeks to a few months, 
gonadotropin practically disappears from the urine. 

No one of the hormones of the ovaries, adrenal glands and pituitary is the 
major one. The relative imbalance of hormone status attained by the adminis- 
tration or deprivation of hormones may be as important as total withdrawal or 
the administration of specific agents. Invariably, breast cancers that regress 
after hormone therapy eventually undergo reactivation. Because of the possi- 
bility that, under physiologic conditions, certain hormones might stimulate the 
growth of breast cancer, total hypophysectomy was attempted in patients with 
advanced lesions, on the assumption that removal of the pituitary gland would 
eliminate the stimulating factors, induce endocrine imbalance, and suppress 
ovarian and adrenal function in a manner comparable to that observed follow- 
ing removal of these glands. After hypophysectomy, profound atrophy of the sex 
organs may occur in addition to adrenal deficiency and myxedema. 

Hypophysectomy has been introduced for the treatment of patients with 
metastatic breast cancer, partly to suppress all estrogen-forming tissue, and 
partly to abolish the source of growth hormone, since there is some evidence 
‘hat this may sometimes promote the growth of malignant tumors. Hypophy- 
sectomy has been performed by either surgical removal of the gland, or de- 
struction by means of irradiation with radon seeds. 
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Increasing experience with hypophysectomy in the treatment of breast can- 
cer leaves little doubt that in properly selected cases it may produce temporary 
palliation. Since this procedure also causes severe metabolic derangement, it 
should be performed only after careful evaluation of each patient. 

In the study of Luft and Olivecrona (6) the beneficial effects of the operation 
were ascribed to removal of the relevant pituitary tropic hormones, and thus 
the removal of those hormones which might have a direct influence on breast 
cancer. Patients obtaining regression following hypophysectomy showed a vir- 
tual cessation of estrogen excretion if there had been a low preoperative level. 
However, patients deriving no benefit from operation showed a tendency to- 
wards high preoperative estrogen excretion with continuation of excretion after 
operation. 


SIDE-EFFECTS OF SEX HORMONE THERAPY 


Since side-effects such as nausea, vomiting, uterine bleeding (especially on 
withdrawal) and edema may be produced by hormone therapy, and since estro- 
gens are potentially capable of producing harmful effects in about 50 per cent of 
women with breast cancer (particularly if premenopausal), one should administer 
them with great caution. 

Both androgens and estrogens tend to cause retention of sodium, so that edema 
and cardiac failure may develop during hormone therapy. Therefore, the increase 
in weight may be the result of salt retention and water logging. Both hormones 
may produce hypercalcemia if bone metastases are present. 

Certain side-effects may occur as a result of prolonged estrogen therapy, e.g., 
anorexia, weight loss, urinary incontinence, uterine bleeding, and pigmentation 
of the areolae and axillae. With prolonged androgen therapy, the side-effects 
may be masculinization, increased libido, acne, edema, hypernatremia and hyper- 
calcemia. The hypercalcemia may be associated with cancer implants in the 
kidney and development of anuria. 


CORTISONE 


Cortisone, in doses of 200-440 mg. per day, will induce objective remission 
in about 30 per cent of patients; the duration is about three months. Since the 
remissions are usually of such short duration, it seems best to reserve this ap- 
proach for cases not responding to other modalities of endocrine therapy or 
showing a relapse. The exact mechanism by which cortisone causes remissions of 
tumor growth is unknown. As far as is known, cortisone is not converted into 
estrogens or pro-estrogens, but since about 10 per cent is converted into 17- 
ketosteroids, this therapy also substitutes for any androgen deficiency. (In 
treated metastatic cancer, there is a marked diminution of urinary 17-keto- 
steroids.) 

With the use of cortisone, there must be some understanding of the overall 
endocrine picture in breast cancer, since the ovaries, thyroid, adrenal and the 
hypophysis are involved. In 80 to 85 per cent of patients with breast tumors, 
there is some form of ovarian stromal hyperplasia. Since this hyperplasia occurs 
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with increasing frequency in the older age groups during and following the meno- 
pause, this may account for the estrogen secretion noted in postmenopausal pa- 
tients with breast cancer. The clinical effectiveness of cortisone is through inhibi- 
tion of the production of adrenocortical steroids, suppression of the virilizing 
manifestations resulting from adrenocortical hyperplasia in women, and pos- 
sibly inhibition of ACTH secretion. Therefore, palliation of sex-hormone-depend- 
ent breast cancer by the use of cortisone is a result of inhibition of the adrenal 
cortex, but only in the total absence of ovarian function, since cortisone therapy 
does not effect or impair ovarian structure or function. Thus, oophorectomy usu- 
ally should precede cortisone therapy in premenopausal women suffering from 
breast cancer. Cortisone may precipitate manifestations of myxedema in some 
hypothyroid patients, and is known to inhibit radioiodine uptake by the thy- 
roid. 

The current wide use of steroids makes it imperative that every surgical his- 
tory include an inquiry into whether the patient has previously received any of 
them. 

Another form of therapy is the combination of thyroid substance with corti- 
sone. One must be particularly careful, if the patient exhibits hypo- or hyper- 
thyroidism. Although cortisone and thyroid may act chiefly through inhibition 
of the pituitary gland to reduce production of adrenocortical hormones, the 
possibility exists that they may function as antagonists to estrogen stimulation 
of the target organ. 


ENDOCRINE THERAPY—GENERAL 


The progression of metastases is variable, as are the forms of treatment. 
Though statistics convey the impression of the great magnitude of the cancer 
problem, they do not begin to convey the diversity of ways in which the disease 
manifests itself or the variation in the incidence of cancer throughout the life 
span. It is a disease of multiple etiology, manifold forms and tremendous con- 
cern to the physician and surgeon who deals with it. Surgery, together with 
scientific administration of endocrine and radiation therapy provide ‘‘worth- 
while palliation” for many patients with metastatic cancer. 

The various forms of endocrine therapy described produce only temporary 
palliative effects. Breast tumors are only partially dependent on hormones for 
their growth, and seem to be capable of biologic adaptation with or without 
endocrine stimulus. Survival is prolonged in most patients who show a favorable 
response to treatment, and carefully planned endocrine and radiation therapy 
constitute one of several worthwhile methods for treatment of patients with 
metastatic breast cancer. Further evaluation of the benefits of endocrine therapy 
in early and late stages of the disease is warranted. The prognosis of mammary 
cancer depends more on the nature of the neoplasm and on the resistance of the 
host than on therapeutic procedures. 

Hormone therapy is so uncertain and unpredictable in its effects, that it should 
only be considered in the treatment of advanced cases, such as inoperable, meta- 
static and recurrent carcinomas. Determination of serum calcium and all renal 
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function tests should be carried out before sex hormone therapy is begun. The 
results may indicate that reduction of the serum calcium level would be desirabl:. 
before hormones are administered, to prevent aggravation of damaged kidneys 
by the excretion of calcium and nitrogenous waste products. At best, endocrine 
therapy is palliative. In exceptional circumstances, this palliation may last for 
a year or more. There may be regression of the primary tumor, disappearance of 
metastases and relief of bone pain. Lymph nodes may diminish in size and general 
health may improve. If carelessly used, however, hormones may accelerate the 
rate of growth of carcinomatous tissue throughout the body. 


CHEMOTHERAPY 


The use of presently available chemotherapeutic agents for metastatic cancer 
of the breast is limited. Such agents as nitrogen mustard and triethylene thio- 
phosphoramide (HN2 and thioTEPA, respectively) attain the height of their 
usefulness in the treatment of effusive processes in the pleura, pericardium and 
abdominal cavity. When given intra-abdominally there is less suppression of the 
bone marrow than when given by the intravenous route. 

HN2 is administered in a dosage of 0.1 mg. per Kg. of body weight and, after 
an interval of two weeks, is repeated every week for a three-month period. Thio- 
TEPA is administered in a similar fashion in a dosage of 0.2 mg. per Kg. of 
body weight. When given abdominally, HN2 must be diluted in at least 400 ce. 
of physiologic saline solution. 

Before any anticancer agent is given, the white blood cell count should be 
over 5,000 per cu. mm., and the platelet count over 150,000. The count 
should be repeated on the fourth, seventh and fourteenth days. 


SUMMARY 


Early diagnosis and radical surgery constitute the best curative treatment 
for breast cancer. Palliative measures for treatment of the metastases are lo- 
calized surgery or irradiation, hormonal therapy, and chemotherapy. 

Estrogen therapy for breast cancer is ineffective and dangerous in premeno- 
pausal and menopausal women but androgen therapy is not influenced by these 
factors. Bone metastases respond best to androgens. 

Unpleasant side-effects may be associated with hormonal therapy; neverthe- 
less, the palliative benefits of treatment are worth while. 

Castration is effective in premenopausal and menopausal patients; the results 
of adrenalectomy and hypophysectomy await final evaluation. 

The older the patient the better the response to castration or hormonal 
therapy. 
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Abstracts of Current Literature 


THE TRUTH ABOUT CATARACTS. 
Abrahamson, I. A., and’ Abrahamson, I. A., Jr. Clin. Med. 6: 379 (March) 
1959. 


Cataracts have many causes. Congenital cataracts are due to heredity or to abnormal 
development of the lens fibers resulting from toxic maternal conditions. These should be 
recognized early and treated. Cataracts are, however, for the most part a disease of older 
people. Senile cataracts are, like greying of the hair, an aging process unless they are com- 
plicated, in which case they are usually caused by local diseases. Cataracts do not dis- 
appear through the use of drugs but their progress can be altered partially by ascorbic acid 
and the use of lymphagogues applied locally. Cataracts need not become “‘ripe.’’ They 
now are usually removed when there is 50 per cent impairment of vision, or the person 
cannot see to perform his work properly because of clouding of the lens. Should the cortical 
type of senile cataract be allowed to progress further, it might set up a toxic reaction 
within the eye or swell and produce secondary glaucoma. Age is not a deterrent to surgical 
removal. The operation is devoid of pain and is performed under local anesthesia. The 
patient gets out of bed in a few days and leaves the hospital in seven to eight days. Aphakic 
lenses are prescribed within two weeks to six months depending upon the circumstances 
that pertain to the individual patient. Contact lenses are not prescribed for six months 
postoperatively for patients with unilateral aphakia. In the case of bilateral cataracts, a 
period of two to twelve months is usually allowed between operations on the two eyes. 
Meantime a contact lens is worn on the aphakiec eye, or forward glasses are prescribed 
which correct the vision in the better eye and blur the vision in the poor eye. The two 
eyes will work together after the second operation. If the patient desires that both cataracts 
be removed in order to gain binocular aphakic vision immediately, a period of one to two 
weeks should be allowed to elapse between the operations. 


DEPRESSION OF THE SERUM CHOLESTEROL LEVEL BY TRIIODOTHYROPROPIONIC 
ACID. 


Bauer, H. G.; MeGavack, T. H., and Swell, L. J. Clin. Endocrinol. & Metab. 
19: 490 (Apr.) 1959. 


Tests in 4 elderly men with arteriosclerosis show that abnormally high levels as well as 
normal levels of serum cholesterol can be lowered by the administration of triiodothyro- 
propionic acid. With an oral dosage of 3 mg. daily, the average total serum cholesterol 
level dropped significantly in 1 patient. When the dosage was increased to 4 mg. and then 
to 6 mg. daily, a significant depression was noted in all patients at twelve weeks. Only | 
patient escaped from the cholesterol-lowering effect during administration of the sub- 
stance. After it was discontinued in the other 3 subjects, the serum cholesterol level rose 
rapidly to or above control values within seven to fourteen days. The esterification of 
cholesterol fluctuated narrowly between 69 and 73 per cent of the total cholesterol. There 
were no clinical signs of excessive stimulation of metabolism with triiodothyropropionic 
acid. The basal metabolic rates after several weeks’ treatment were +3.5, +4.5, —1 and 
—6 per cent, respectively. No change occurred in pulse rate, blood pressure or body weight. 
No practical usefulness for triiodothyropropionic acid in maintaining lowered serum 
cholesterol levels has been proved, nor is it suggested that it will prove of benefit in the 
prevention or treatment of atherosclerosis. 
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OSTEOARTHRITIS OF THE CERVICAL SPINE. A NEW METHOD OF THERAPY. 
Cohen, A.; Seven, M. J.; Kanenson, W. L., and Goldman, J. Pennsylvania M. J. 
62: 548 (Apr.) 1959. 


Ninety-four patients with osteoarthritis of the cervical spine were treated with para- 
vertebral injections of a combination of prednisolone acetate with 1 per cent procaine 
hydrochloride. These patients had bony changes in the intervertebral foramina that could 
be demonstrated by oblique roentgenographic views. In addition, they had pain about the 
neck, shoulder girdle, upper extremity or to the occiput, which was radicular in type, 
accentuated by activity and relieved by rest. Some of them had had prior therapy with 
analgesics, neck braces, collars and intermittent traction. No cases of far-advanced cervical 
osteoarthritis with flexion deformities and loss of foramen patency by bony overgrowth 
were included. Injections were made at weekly intervals. Complete symptomatic relief 
occurred in 25 patients, partial relief in 43, and no relief in 26 patients. The usual duration 
of relief was four to seven days but in 24 patients it lasted for longer periods. Control 
studies with 43 patients receiving 1 per cent procaine hydrochloride showed transient 
periods of pain relief. Untoward reactions to prednisolone therapy consisted of exacer- 
bation of pain for eight to twelve hours on some occasions in 8 patients. A blood vessel 
was entered in only 3 of 1200 injections and this was without serious sequelae. Although 
the course of the disease remained unaltered by this therapy, it was possible to furnish 
relief to some of the patients without the use of collars or traction. Relief was obtained 
with progressively fewer injections in some patients. It appears that, because of their 
anti-inflammatory action, adrenal steroids may be effective in reducing local soft-tissue 
swelling and edema resulting from irregular bony outgrowths on partially mobile joints. 
Such reduction of edema would eliminate the impingement on nerves traversing inter- 
vertebral foramina. 


A CLINICOPATHOLOGICAL STUDY OF ACUTE MYOCARDIAL INFARCTION AND THE 
ROLE OF ANTICOAGULATION THERAPY. 

Conrad, F. G., and Rothermich, N. O. A.M.A. Arch. Int. Med. 103: 421 
(March) 1959. 


The conclusions reached from a review of 623 cases of acute myocardial infarction seen 
over a 16-year period are that patients not receiving anticoagulation therapy have three 
times the morbidity and mortality of a comparable group receiving such therapy, that 
anticoagulants are effective and should be used in both good-risk and poor-risk patients, 
and that anticoagulants should be started as soon as possible after the onset of the acute 
myocardial infarction. (From authors’ summary.) 


EFFECTS OF CHLOROTHIAZIDE ON SPECIFIC RENAL FUNCTIONS IN HYPERTENSION. 
Corcoran, A. C.; MacLeod, C.; Dustan, H. P., and Page, I. H. Circulation 19: 
355 (March) 1959. 


In addition to its recognized saluretic and kaliuretic effects, prolonged oral adminis- 
tration of chlorothiazide to hypertensive patients often depresses glomerular filtration, 
causes an increase in blood urea concentration that may be disproportionate, and, despite 
the decreased filtered sodium load, tends to maintain a normal rate of sodium reabsorption. 
It also causes an increase in free water reabsorption, which is manifested only relatively in 
prolonged experiments but which is also observed, as an absolute increase, in tests made 
shortly after intravenous injection of the drug. Renal hemodynamic status during pro- 
longed administration may be attributable to sodium depletion as such. However, by 
analogy with renal hemodynamic status in nephrosis, hypovolemia may be the primary 
factor. (From authors’ summary.) 
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A MECHANISM OF CHLOROTHIAZIDE-ENHANCED EFFECTIVENESS OF ANTIHYPER- 
TENSIVE GANGLIOPLEGIC DRUGS. 

Dustan, H. P.; Cumming, G. R.; Corcoran, A. C., and Page, I. H. Circulation 
19: 360 (March) 1959. 


Chlorothiazide, orally administered to hypertensive patients over the course of a few 
days, usually decreases plasma volume, heart size and cardiac output, and increases total 
peripheral resistance; it also increases sensitivity to the depressor effect of intravenously 
injected tetraethyl ammonium chloride (TEAC), without affecting the depressant effect of 
TEAC on cardiac output. The data are consistent with the view that the primary mecha- 
nism by which chlorothiazide enhances responsiveness to the antihypertensive effects of 
drugs acting on the vasomotor system is the production of oligemia which evokes intensi- 
fication of vasomotor tone. This increases the fraction of the hypertension which is sus- 
tained by the vasomotor system, establishing a degree of neurogenic hypertension, which 
is susceptible to relief by such drugs. (From authors’ summary and conclusions.) 


THE USE OF ADRENAL STEROIDS IN SUBACUTE AND CHRONIC CHOLANGIOLITIC 
HEPATITIS. A CLINICOPATHOLOGIC CORRELATION. 

Goldgraber, M. B., and Kirsner, J.B. A.M.A. Arch. Int. Med. 103: 354 (March) 
1959. - 


Two patients with chronic cholangiolitic hepatitis and 1 with a cholangiolitic type of 
biliary cirrhosis received prednisone, and 1 patient with subacute cholangiolitis was treated 
with hydrocortisone. An increase in appetite and sense of well-being occurred with the use 
of the steroids but the basic disease process remained unchanged. Other effects noted in 
some patients included a decrease in temperature and pulse rate to normal levels, dis- 
appearance of itching, and a decrease in serum bilirubin and globulin values. The serum 
total cholesterol level was elevated in all patients prior to treatment, and rose despite 
steroid therapy. Simultaneously, serum alkaline phosphatase values declined. Results of 
other liver function tests were not affected by the steroids. 


HEMISULFUR MUSTARD IN THE PALLIATION OF PATIENTS WITH METASTATIC OVARIAN 
CARCINOMA. 
Green, T. H., Jr. Obst. & Gynec. 13: 383 (Apr.) 1959. 


Hemisulfur mustard (2-chloro-2’-hydroxy-diethy] sulfide) is related chemically to nitro- 
gen mustard but is a less toxic derivative of mustard gas. It was used by intravenous or 
direct intraperitoneal injection in 30 patients with metastatic ovarian carcinoma. All of 
these women had previously been given the benefits of surgery and radiation therapy. 
Hemisulfur mustard is a vesicant and local irritant so that it must be administered with 
caution to avoid its touching the skin. Two technics are described. All patients received 
Dilantin for several days prior to the injection of hemisulfur mustard in order to avoid or 
minimize side-effects on the central nervous system. It was continued during the series 
and for several days thereafter, and was given whenever nausea and vomiting occurred as 
a systemic reaction. Nausea and vomiting were controlled by giving chlorpromazine intra- 
muscularly an hour before each injection and then at intervals of six hours as needed. The 
use of preparations with stimulating effects on the central nervous system were avoided. 
Paracentesis was performed prior to treatment in all patients with an uncomfortable degree 
of ascites. Intravenously, the standard course was three injections of 200 mg. each with an 
interval of forty-eight hours or more between them. From 300 to 350 mg. of hemisulfur 
mustard was used in a single intraperitoneal injection. Symptoms of neurotoxicity some- 
times occurred following intravenous injection. The side-effects following intraperitoneal 
injection consisted of a negligible systemic reaction, with temporary abdominal discomfort 
_and intestinal ileus due to the mild chemical “‘peritonitis’’ produced by the drug. Significant 
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palliation was achieved in 70 per cent of the 30 patients, that is, in 6 of 19 who received 
the drug intravenously, and in 6 of 11 treated by intraperitoneal injection. The longest 
survival period has been thirty-three months (1 patient). Eight patients lived, or are 
living, six to twelve months following therapy. Twelve patients survived an average of 
three months. Nine patients obtained no benefit. Among patients not benefited the longest 
period of survival was ten months by 1 patient. During the course of intravenous therapy, 
2 patients died, but there was no evidence that hemisulfur mustard hastened death. Among 
patients treated intravenously, tremor accompanied by confusion occurred in 5, mild 
convulsions in 4, severe convulsions in 1, and mild periphlebitis in 2. Seven patients treated 
intraperitoneally had mild to moderate ileus due to chemical peritonitis which lasted 
twenty-four to forty-eight hours. Twelve patients experienced no side-effects. The fact 
that those patients in whom some degree of chemical peritonitis failed to develop following 
intraperitoneal injection were not benefited suggests that hemisulfur mustard exerts a 
direct effect on the peritoneal secreting surface but a minor action on all but the most 
superficial tumor cells. By this route, it did not produce any systemic toxicity or alter 
the size of palpable masses. The action of the drug when injected intravenously appar- 
ently differs, because by this route there occurred a decrease in size of the abdominal and 
pelvic masses and disappearance of ascites in 8 of the 15 patients who benefited. The 
most frequent favorable objective response was the suppression of ascites, which was 
complete and permanent in 62 per cent of the patients. A significant decrease in the rate 
of formation occurred in 15 per cent. General improvement in appetite, strength, com- 
fort, sense of well-being, and ability to return to normal activity was seen in the 21 pa- 
tients in whom there was a good or fair result. Although intravenous injection produced 
favorable palliative effects in a somewhat greater percentage of patients than did in- 
traperitoneal instillations, direct intraperitoneal instillation offers advantages in its ease 
and simplicity, absence of toxic side-actions, and shorter period of hospitalization. It is 
worthy of further trial, particularly in patients who present only the problem of ascites in 
the absence of large masses or other manifestations of metastatic disease. 


ACUTE PANCREATITIS IN THE UPPER AGE GROUPS. 
Hoffman, E.; Perez, E., and Somera, V. Gastroenterology 36: 675 (May) 1959. 


The clinical, laboratory and other diagnostic features in 17 proved cases of acute pancre- 
atitis in patients over 50 years of age are reviewed and compared with those reported in the 
literature for acute pancreatitis. This comparison showed in this older age group a lower 
incidence or occurrence of: history of alcoholism, nausea, diarrhea, shock, Grey Turner or 
Cullen’s signs and paralytic ileus, and a higher incidence or occurrence of: cases in females, 
location of pain in the lower abdomen, jaundice, hyperglycemia, glycosuria, serum amylase 
and alkaline phosphatase levels, leukocytosis above 20,000 per cu. mm., positive diagnostic 
features in abdominal roentgenograms and gastro-intestinal x-ray series, associated arterio- 
sclerotic, cardiovascular and renal diseases, and rate of recurrences. The leukocyte count, 
serum amylase and alkaline phosphatase levels, and roentgenographic findings (flat plate 
and gastro-intestinal series) afford the greatest assistance in making the diagnosis. Treat- 
ment for acute pancreatitis is nonsurgical if a biliary lesion does not necessitate immediate 
operation. The primary objectives of treatment are to relieve pain, counteract shock, 
replace fluids and electrolytes, temporarily stop pancreatic secretions, compensate for 
poor carbohydrate metabolism, control distention, prevent suppuration, detect and manage 
surgical complications, and prevent recurrences. Demerol rather than morphine should be 
used for the relief of pain. Paravertebral sympathetic nerve blocks, splanchnic nerve blocks, 
and continuous epidural anesthesia have been used for mechanical blocking of pain. Re- 
laxation of smooth muscle spasm is secured with amyl nitrite, sublingual nitroglycerine, 
or intravenous aminophylline. Parasympathetic nerves may be blocked with such auto- 
nomic blocking agents as atropine and methantheline. These agents are used parenterally 
in large doses. Besides blocking parasympathetic impulses, their effect is to suppress the 
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vagal mechanism which produces a concentrated pancreatic juice rich in enzymes. Intra- 
venous norepinephrine, cortisone or hydrocortisone is of value when vascular collapse is 
caused by hypertrypsemia. Otherwise, whole blood, 25 per cent normal human serum 
albumin, dextran, and other fluids are required for shock. To overcome sodium, potassium, 
calcium and chloride depletion, lactate-Ringer’s solution or Darrow’s solution are used with 
added 10 per cent calcium gluconate intravenously to counteract latent or manifest tetany. 
For suppression of pancreatic function, nasogastric suction and omission of all oral in- 
gestion are instituted. Small-bowel decompression is used for treatment of continued ileus. 
The fever should be combatted, vitamins administered, and supportive therapy given for 
any cardiovascular disease that may be present. The measures outlined were employed in 
the present series. There was 1 fatality from acute coronary occlusion among the 4 patients 
who underwent simple laparotomy in the acute phase. Of 11 patients treated conservatively, 
6 recovered and 5 died. Two patients had an operation after a free interval following con- 
servative therapy of the acute phase, and both survived. 


A CLINICAL AND METABOLIC STUDY OF METASTATIC CARCINOID. 
Kabakow, B.; Weinstein, I. B.; Ross, G., and Tresser,M. Am. J. Med. 26: 
636 (Apr.) 1959. 


A case study of a patient with metastatic carcinoid is presented. In the 336 days the 
patient was followed, her average 24-hour urinary excretion of total 5-hydroxyindoles 
(5-HI) increased from 94 to 166 mg. Oral tryptophan loading caused a slight increase in 
5-HI excretion. Several chelating agents given intravenously had no effect on 5-HI ex- 
cretion. Relatively high doses of intravenously administered histamine failed to exacerbate 
the patient’s symptomatology or to affect 5-HI excretion. Reserpine, given orally, produced 
an initial but unsustained rise in 5-HI excretion and an exacerbation of the patient’s diar- 
rhea throughout the period of administration. The benzyl analog of serotonin (BAS) failed 
to influence urinary 5-HI excretion and was associated with mild gastrointestinal dis- 
turbances. Amelioration of diarrhea by the administration of chlorpromazine was con- 
firmed, but the decrease in 5-HI excretion with this drug was found to be spurious due to 
interference with color development in the chemical analysis for 5-HI. Lugol’s solution 
also produced this type of chemical interference. A high-fat diet failed to produce an 
exacerbation of the patient’s symptoms although the urinary excretion of 5-HI was slightly 
increased. Iproniazid produced a marked increase in diarrhea and facial flushing with a 
concomitant decrease in 5-HI excretion. (From authors’ summary and conclusions.) 


PREDNISONE THERAPY OF ADVANCED MAMMARY CANCER. 
Lemon, H. M. Cancer 12: 93 (Jan.—Feb.) 1959. 


This is a report of the results of a clinical trial of prednisone in 31 patients with advanced 
breast cancer. A fact originally overlooked is stressed, namely, that the estrogen suppressive 
action of corticosteroids will not be manifest unless all ovarian tissue has been removed, 
at least in patients up to age 65. The metabolic conversion of prednisone to androgen has 
been shown to be less than that of cortisone, so that with it more complete suppression of 
adrenocortical function seemed likely with a dosage free of the hazard of sexually active 
metabolites. Prednisone was used in a dosage of 30 mg. which is known to produce maximal 
adrenocortical suppression. /-Triiodothyronine was used as supplementary therapy to 
prevent myxedema, but its administration was delayed until remission had been 
established. No case selection was employed. The patients included those refractory to 
radiation therapy and to other types of hormonal therapy. Among them were patients with 
cerebral, pulmonary, and hepatic metastases. The clinical response was judged by the usual 
criteria which included clinical improvement of the patient, recovery of normal body 
weight without edema, and reduction in size or healing of soft tissue and osseous metastases. 
Biochemical changes that denote decreased growth of cancer cells were accepted as evi- 
dence of objective benefit in cases with clinical evidence of arrest of metastatic growth. 
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The endocrine response was evaluated by serial urinary pituitary FSH hormone assays, 
and by measurements of the urinary 17-ketosteroid excretion and of glucuronidase-hy- 
drolyzable androsterone and etiocholanolone. Biologically active estrogens were determined 
by the Astwood method. Objective benefit was noted in approximately half of the patients. 
Patients in whom there was lymph-node regression initially or arrest of bone involvement 
in limited areas by amelioration of only a few weeks’ duration were listed as having no 
benefit. Patients with remission had had a larger percentage of remissions with other 
types of hormonal therapy than had patients who did not respond. However, it was not 
possible to predict response from the history of response to other therapy using 
sex hormones. Eight of the 15 patients with remissions are still living. Thirteen of the 16 
in whom treatment was a failure have died. The longest remission, in a patient with arrested 
pulmonary metastases, is now more than thirteen months. Prednisone appeared to be 
superior to cortisone for the control of soft-tissue metastases. A favorable response usually 
occurred simultaneously in soft-tissue and bony lesions accompanied by a decrease in 
abnormally high copper-resistant serum acid phosphatase and phosphohexose isomerase 
activity. Hypercalcemia responded rapidly and well in all patients. A decrease in urinary 
excretion of calcium and a reduction in acid phosphatase or isomerase activity preceded 
osseous recalcification in some patients. In the cases of treatment failure, soft-tissue and 
osseous metastases advanced. The endocrine effects included an increase in the excretion 
of, or the maiz tenance of a high level of FSH. Biologically active estrogens persisted in the 
urine following oophorectomy but were absent at times during therapy. Sometimes estrogen 
excretion persisted in patients who had an excellent objective response. During prednisone 
therapy, androsterone glucuronide excretion was reduced to negligible levels, and etio- 
cholanolone glucuronide excretion was initially reduced but subsequently returned toward 
original values in 3 of 6 patients. /-Triiodothyronine improved hypothyroid manifestations 
but it was given only after benefit with prednisone was established. No evidence was ob- 
tained of additional improvement with regard to the carcinoma. The high incidence of 
osseous calcification after six months’ therapy was thought to be dependent in part upon 
the maintenance of a euthyroid state. Side-effects of therapy were: weight gain in some 
patients up to 25 pounds but without edema, facial rounding, increased obesity of the 
trunk in 25 per cent of the patients, asymptomatic elevation of blood pressure in several 
patients, peptic ulcer in a patient who had previously received cortisone for six months, 
peptic ulcer in a patient after nine months’ effective treatment, and glycosuria in 4 patients. 
Three patients underwent operative procedures during therapy with prednisone. They 
were given hydrocortisone and had no delayed wound healing nor other complications. No 
evidence of adrenocortical insufficiency appeared in several patients who temporarily 
discontinued therapy after several months. 


VENTRICULAR TACHYCARDIA. WITH PARTICULAR CONSIDERATION OF DIGITALIS 
THERAPY. 


McGee, R. R., and Tullis, I. F. Am. J. Cardiol. 3: 300 (March) 1959. 


Nineteen cases of ventricular tachycardia are reviewed. The underlying heart disease 
was arteriosclerotic in 16 cases. Two patients had hypertensive cardiovascular disease. 
In 1 patient there was no evidence of heart disease other than the arrhythmia. The mortality 
rate was 63 per cent and in 5 of the 12 instances in which death occurred it was thought to 
be due to failure to control the arrhythmia. This series points up the fact that the ar- 
rhythmia may present as a catastrophic clinical problem, as it did in 8 of the patients. With 
control of the arrhythmia, 3 patients improved remarkably. The other 5 were the patients 
who died. In 2 additional cases, the arrhythmia contributed substantially to the sympto- 
matology. Only 1 of the 8 patients in whom the arrhythmia was a major problem had pre- 
viously received digitalis. In only 1 of the remaining cases was it likely that digitalis had 
contributed to the development of the arrhythmia. In another the arrhythmia was thought 
to be due to quinidine toxicity. Four of the patients treated with procaine amide failed 
to respond. In 5 of 6 treated with quinidine, the ventricular tachycardia disappeared. 
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Quinidine with Pronestyl controlled arrhythmia in 3 of 5 patients receiving these drugs 
together or in sequence. This regimen plus digitalis succeeded in converting the rhythm 
to normal in 1 patient but failed in another. Digitalis alone converted the rhythm to normal 
in a patient with congestive heart failure and paroxysmal ventricular tachycardia. Wit|)- 
drawal of quinidine, in the patient with ventricular tachycardia due to quinidine toxicity, 
abolished the arrhythmia. Therapy is discussed with reference to the use of digitalis. It 
appears that the injunction in the past against the use of digitalis has been too stringent. 
It has sometimes proved efficacious. In cases of ventricular tachycardia not due to digitalis 
toxicity, digitalis merits a trial, especially if procaine amide and quinidine have failed. 


INTESTINAL ANGINA. REPORT OF A CASE WITH PREOPERATIVE DIAGNOSIS AND 
SURGICAL RELIEF. 


Mikkelsen, W. P., and Zaro, J. A., Jr. New England J. Med. 260: 912 (Apr. 
30) 1959. 


Attention is being focused on intestinal angina, a syndrome which may precede irre- 
versible ischemia from bowel infarction. Only recently have the clinical picture, the patho- 
logic process involved, and the potential for surgical cure been appreciated and recorded. 
Apparently in only 2 cases recorded to date in the literature has this syndrome been sus- 
pected during the life of the patient. Reported here is the first recorded case in which the 
syndrome was recognized during life and a successful operation performed. The pathologic 
process which produces intestinal angina has been shown to be atherosclerotic obliteration 
or narrowing of the ostia of the gastro-intestinal branches of the abdominal aorta. When 
one of these branches becomes completely occluded, collateral anastomoses among the three 
gastro-intestinal aortic branches provide for maintenance of intestinal viability and func- 
tion. When blood flow through one of the surviving vessels becomes sufficiently compro- 
mised, abdominal pain occurs because digestion necessitates an increased blood supply that 
cannot be provided. In the case reported, diagnosis was facilitated by the presence of 
advanced occlusive disease of the aorta. There was a “‘food-pain’’ relationship and pro- 
nounced loss of weight. Results of laboratory studies and the usual roentgenographic 
examinations were normal; aortography was not performed because of the patient’s pro- 
gressive and unrelenting distress and the urgency for abdominal exploration. Only vascular 
abnormalities were found at operation. Aortic occlusion started below the renal arteries 
and extended to the external iliac arteries bilaterally. The inferior mesenteric artery was 
occluded and the superior mesenteric artery and its intestinal branches were pulseless. 
Ostial atherosclerosis was present, but it was found that the primary cause of obstruction 
of the superior mesenteric artery was encasement of its first few centimeters by periaortic 
cicatrization. This was thought to have been stimulated by the process in the aorta. After 
excising the encircling, coarctating tissue, and performing endarterectomy of the superior 
mesenteric artery, vigorous pulsations returned to this artery and to its smaller branches. 
Anticoagulant therapy was instituted a few days postoperatively and was continued. The 
symptoms of intestinal angina were relieved. Postcibial distress disappeared. In two months 
the patient gained 3.6 Kg. 


PRIME OSSERVAZIONI SULL’USO DELLA ASSOCIAZIONE PREDNISONE-CLOROTIAZIDE 
NELLA TERAPIA DEGLI STATI DI RITENZIONE IDRICA. (PRELIMINARY OBSERVA- 
TIONS ON THE USE OF COMBINED PREDNISONE-CHLOROTHIAZIDE IN THE TREAT- 
MENT OF EDEMA). 

Nicrosini, F., and Piccinelli, O. Farmaco (ed. scient.) 13: 726, 1958; through 
Ciba Literature Review 4: 78, 1959. 

A combination of prednisone and chlorothiazide was tested in the treatment of water 


retention, since these two drugs have different sites of attack, the one stimulating water 
excretion and the other sodium excretion. Twelve patients with edema of hepatic or cardiac 
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origin were first given either prednisone or chlorothiazide. If the patients (who received a 
normal diet) failed to respond within an appropriate time, or if the increase in urinary ex- 
cretion was inadequate, they were given the other drug in addition. The dosages used were 
1 Gm. of chlorothiazide daily for the first five to ten days, then 0.5 Gm.; or 30 mg. of pred- 
nisone daily for the first three or four days, and subsequently 10 to 15 mg. Rarely were the 
maximum doses of both drugs administered concomitantly. Urinary excretion was appreci- 
ably activated in both cardiac patients and those with liver disease. In patients with 
cirrhosis of the liver, not only did peripheral edema regress but ascites commenced to be 
absorbed. When diuresis was pronounced, the patients were given supplemental doses of 
potassium chloride. Partly as a result of this precautionary measure, the treatment pro- 
voked no side-effects. 


SURGICAL MANAGEMENT OF DIVERTICULITIS OF THE SIGMOID COLON 
O’Brien, S. E., and Mustard, K. I. Canad. M.A.J. 80: 257 (Feb. 15) 1959. 


Experience with 65 patients who underwent operative treatment for diverticulitis of 
the sigmoid colon is reviewed. The operation was performed in the majority of these patients 
of average age 60 years because of complications of their disease. The diagnosis was often 
missed and the procedure was undertaken with some other condition in mind. Diverticulitis 
was diagnosed preoperatively only 27 times. The other diagnoses preoperatively were 
acute appendicitis, carcinoma, intestinal obstruction, and tumor. Under these circum- 
stances, it has been deemed advisable to perform a proximal colostomy followed after 
several months—or four to six weeks if the possibility of carcinoma cannot be ruled out— 
by staged resection of the sigmoid. If patients could be referred for surgery earlier in the 
course of their disease, before complications have developed, then one-stage resection 
might prove feasible. However, patients usually have not met the criteria for this procedure, 
that is, a relatively young patient, good general condition, absence of complications such 
as obstruction, perforation or fistula, and a well prepared colon. The radical approach can 
be recommended for patients with repeated bouts of uncomplicated diverticulitis or with 
very early or minor complications. 


ACTIVE THERAPY FOR CEREBROVASCULAR INSUFFICIENCY. A SYMPOSIUM. 
Ochsner, A. (Moderator) J. Louisiana State M. Soc. 111: 79 (March) 1959. 
1. Clinical Diagnosis of Cerebrovascular Insufficiency. 

Soniat, T.L.L., p. 79. 


The causes and symptoms and signs of cerebrovascular insufficiency are reviewed. A 
diagnosis of occlusion of the carotid artery can sometimes be confirmed by palpation of the 
vessels of the neck. If the common carotid artery is involved, absence of pulsation at the 
level of the bifurcation may be readily discerned. If the internal carotid artery alone is 
involved, the carotid pulsation may be more bounding on the side of the occlusion because 
blood cannot flow through it. However, palpation of arteries may be unreliable. In skilled 
hands, the use of the ophthalmodynamometer affords a highly accurate test that is valuable 
for confirming a diagnosis of occlusion of one of the internal carotid arteries. Compression 
of the opposite carotid artery may be followed by immediate impairment of consciousness 
so that this test must be used with restraint. Carotid arteriography confirms the diagnosis, 
as does vertebral arteriography in the case of basilar arterial insufficiency. 


2. Carotid and Vertebral Angiography. 
Jackson, J. D., p. 82 


Carotid and vertebral angiography, the technics for which are described, establish a 
diagnosis of cerebrovascular insufficiency and aid in the selection of patients for surgery 
by revealing the location of kinked, stenotic, or occluded arteries. Angiography is indicated 
in most patients who have apoplexy, or transient recurrent episodes of weakness or numb- 
ness of an extremity, staggering, dysphagia, homonomous hemianopsia, confusion or un- 
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consciousness. It is contraindicated in patients who are extremely senile or have uremia, 
severe hepatic disorders or hypersensitivity to the medium. Old age itself is not a contra- 
indication. The sites of predilection for atheromatous stenosing and occluding plaques are 
the origin and the clinoid process of the internal carotid artery, the first major bifurcation 
of the middle cerebral artery, the origin of the anterior cerebral artery or at its curve 
around the genu of the corpus callosum, the origin of the vertebral arteries or near their 
junction into the basilar artery, and the first centimeter of the basilar artery or at the 
bifurcation into the posterior cerebral arteries. Hypaque is the medium used in cerebral 


angiography. With it, few minor or severe complications occur and the procedure is con- 
sidered safe. 


3. Reconstructive Surgical Procedures for Cerebrovascular Insufficiency. 
DeCamp, P. T., and Ochsner, A., Jr., p. 85. 


The sites of stenosis or occlusion occur in the extracranial great vessels in approximately 
25 per cent of patients with acute cerebrovascular ischemia. Therefore, reconstructive 
surgical procedures may be performed in selected patients. The procedures to restore circu- 
lation include thrombo-endarterectomy, excision and suture, excision and graft, bypass 
graft, correction of a vascular anomaly, arterial unbridling, and excision of an extrinsic 
constrictive tumor. These can be successful only if there is an open distal vessel. One is 
found to be present in most cases of stenosis, and in most cases of occlusion below the 
internal carotid artery. However, if even the proximal segment of the internal carotid 
artery is occluded, thrombosis extending into the cranium will follow rapidly. In these 
cases it is rarely possible, even by removing a long thrombus, to restore circulation. Su- 
perior cervical sympathectomy is a valuable procedure that can be performed in some 
cases when vascular reconstruction is not possible. Prolonged anticoagulant therapy may 
be helpful for symptoms related to associated intracranial vascular lesions. During vascular 
reconstruction, if open vessels must be occluded, care must be taken not to damage the 
brain. Hypothermia has proved to be a clumsy procedure and it requires general anesthesia. 
Local anesthesia has the advantage that serious cerebrovascular insufficiency can be de- 
tected immediately. If, under such anesthesia, the patient remains conscious during tempo- 
rary vascular occlusion, no protection will be needed. If he does not, then the blood flow 
to the brain must be supplemented during operation. This has been accomplished by using 
a temporary bypass shunt, by mechanical assistance to the distal circulation, or most 
simply by distal transfusion of arterial blood. Only a small quantity is required even when 
tolerance to vascular occlusion is poor. The results of reconstructive surgical procedures 
for cerebrovascular insufficiency in 15 patients have been as follows in the numbers of 
patients stated: Complete occlusion: asymptomatic, 1; improved, 1; unimproved, 2; died, 
1. Stenosis: asymptomatic, 4; improved, 3; unimproved, 1. Occlusion and contralateral 
stenosis: improved, 2. 


4. The Place of Anticoagulants in the Treatment of Cerebrovascular Disease. 
Batson, H. M., Jr., and Birchall, R., p. 92. 


The consensus is that the frequency of attacks of cerebrovascular insufficiency is de- 
creased and life is prolonged by use of long-term anticoagulant therapy. Anticoagulants 
are indicated in patients with 1) insufficiency of either or both internal carotid,arteries, 
2) insufficiency of the basilar or vertebral artery, or both, and 3) multiple-stroke syndrome. 
The contraindications are: hemorrhagic diathesis, the impossibility of excluding cerebral 
hemorrhage, a history of ulceration in the gastro-intestinal tract, chronic hepatic disease, 
and lack of adequate laboratory facilities. The type of treatment in any given case (surgery, 
prolonged anticoagulant, or surgery followed by long-term anticoagulant) should be se- 
lected after consultation among the internist, neurologist and surgeon and careful weighing 
of each type as it applies to the individual patient. In practice, the frequency of episodes 
has been reduced. In some patients, transient episodes of neurologic deficit have disap- 
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peared. However, in patients with atherosclerosis, other complications have usually de- 
veloped even during adequate anticoagulant control. Oral anticoagulant therapy is pre- 
ferred and the prothrombin time is always kept within the therapeutic range. 


5. Acute Focal Cerebral Ischemia. 
Kirgis, H. D., and Llewellyn, R. C., p. 94. 


Theories of the etiology of focal cerebrovascular insufficiency are outlined. Severe 
neurologic deficits can be prevented in many patients who have suffered an attack of acute 
focal cerebral ischemia if definitive treatment is instituted promptly. Angiography is 
important for proper evaluation if the patient is considered a candidate for vascular surgery 
in order to improve the direct circulation to the ischemic area. Apparently, a clinically 
significant degree of obstruction of blood flow by a surgically amenable lesion can be ex- 
pected to be demonstrated in a relatively large percentage of such patients. A significant 
increase in the blood supply to the ischemic part of the brain can be obtained most quickly 
via collateral channels by cervical sympathetic block if occlusion of the carotid system is 
complete. If the blood flow through the carotid vessels is partially obstructed, sympathetic 
block may increase the direct blood flow to the tissues by relaxing concomitant vasospasm. 
Sympathetic blocks or superior cervical ganglionectomy may constitute the definitive 
treatment if a vascular surgical lesion is not demonstrated or if complete block of the 
carotid system is present distal to the primary obstruction, as indicated by absence of back 
flow of blood from the internal carotid artery at operation. If vascular surgical procedures 
and sympathectomy seem contraindicated, anticoagulant and vasodilator medication may 
prove beneficial. (Authors’ summary.) 


A STUDY OF ANTIBIOTIC PROPHYLAXIS IN PATIENTS WITH ACUTE HEART FAILURE. 
Petersdorf, R. G., and Merchant, R. K. New England J. Med. 260: 565 (March 
19) 1959. 


Patients with acute heart failure appear to be particularly susceptible to the develop- 
ment of pneumonia, which is frequently difficult to differentiate from heart failure by 
physical or roentgenographic examination. This study was performed to ascertain whether 
prophylactic administration of antibiotics would prevent pulmonary infections in these 
patients. With the use of a double-blind technic, 72 patients selected at random were given 
2 Gm. of chloramphenicol daily for a week, while 78 received placebo. The groups were 
comparable in age, sex, race and etiology of the congestive heart failure. There was no 
difference in the clinical course as measured by venous pressure, circulation time, vital 
capacity, weight loss and symptomatic improvement. Fever attributable to heart failure 
per se was present in 42 per cent, and occurred more frequently and was of longer duration 
in the controls. White blood cell counts were elevated above 10,000 on the basis of failure 
in 44 per cent and were not affected by antibiotics; counts above 15,000 were unusual. There 
was no relation between occurrence of fever and leukocytosis. Thirty-eight patients died, 
21 in the antibiotic and 17 in the placebo group, and 8 in the former group and 6 in the latter 
had pneumonia clinically or at autopsy. Of these 14 patients, 4 recovered after adminis- 
tration of penicillin (3 in the placebo and 1 in the chloramphenicol group), and 10 died 
(3 in the placebo and 7 in the antibiotic group). In 6 patients, infection in the lungs was 
incidental to other causes of death, but in 4 (1 in the placebo and 3 in the antibiotic group) 
it was a major factor. These findings indicate that prophylaxis with antimicrobials was not 
effective. Pneumonia was present in 10 of 28 patients in whom it was suspected from the 
appearance of the x-ray film of the chest, and was missed by the radiologist only twice in 
112 patients. These findings suggest that radiologic examination remains a relatively accu- 
rate method of detecting pneumonia in patients with pulmonary congestion. Other im- 
portant clues are purulent sputum, temperature above 101°F. for at least three days, and 
a white blood cell count over 15,000. Adverse reactions to chloramphenicol were noted in 
6 patients, 2 of whom contracted severe staphylococcal enterocolitis. These observations 
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do not support the suggestion that antibiotics be given routinely to patients with congestive 
heart failure. Instead, special care could be taken to discover pulmonary infections early 
and, once they are detected, to treat them vigorously with appropriate antimicrobials. 
(From authors’ summary and conclusions.) 


SPECIFIC SYNDROMES OF CORONARY INSUFFICIENCY AND ALLIED CARDIOPATHY. 
Rakov, H. L. New York J. Med. 59: 1965 (May 15) 1959. 


Since anatomic coronary artery disease is not synonymous with clinical coronary disease, 
a classification is proposed to qualify the pathologic physiology of the coronary circulation 
and the resultant specific myocardial alterations. Such alterations are related to the extent 
of obstructive disease plus extracardiac factors which directly increase the work of the 
heart, precipitate acute coronary occlusion, or indirectly diminish coronary flow. The 
classification of coronary artery insufficiency proposed is as follows: (a) Potential: coronary 
artery disease unaccompanied by ischemic phenomena. (b) Provisional (compensated): 
coronary artery disease with ischemic symptoms and alterations prevented by provisional 
collateral circulation. (c¢) Acute paroxysmal: coronary artery disease with brusque, 
transient, insufficient coronary circulation and variable focal ischemic myocardial lesions. 
(d) Prolonged acute physiologic nonocclusive: negligible coronary artery disease with ex- 
trinsically provoked, abrupt, prolonged, coronary insufficiency and focal myocardial 
ischemic subendocardial necrosis. (e) Prolonged acute partial occlusive: patent stenotic 
lesions of the coronary arteries with diminished total coronary blood flow and myocardial 
ischemic lesions which usually result in confluent, circumferential subendocardial necrosis. 
(f) Prolonged acute occlusive: coronary artery disease with acute occlusive lesions and 
massive ischemic myocardial necrosis. (g) Permanent: marked stenotic coronary artery 
disease with multiple old occlusions and extensive myocardial fibrosis. 


A CLINICAL TRIAL OF MONOSODIUM GLUTAMATE (L-GLUTAVITE) ON HOSPITALIZED 
ELDERLY MALE PSYCHOTIC PATIENTS. 


Spitzer, R. L. Am. J. Psychiat. 116: 936 (Apr.) 1959. 


Contrary to recent reports of benefit from its use, a controlled study of the adminis- 
tration of L-Glutavite (monosodium glutamate 3.48 Gm., niacin 25 mg., pyridoxine hydro- 
chloride 0.7 mg., thiamine mononitrite 0.6 mg., riboflavin 0.8 mg., and ferrous sulfate 11 
mg. per teaspoonful) demonstrated no favorable effect in 18 of 20 elderly psychotic men. 
These men, most of whom had chronic brain syndrome, received 1 teaspoonful of the prep- 
aration three times daily for twelve weeks. They were evaluated by a psychiatric exami- 
nation and by behavorial assessment before and after treatment. Two patients improved 
slightly, 14 showed no change, and 4 became worse. Among the control group of 20 patients, 
none improved and 3 grew worse. 


THE SYNDROME PYLORIQUE. CLINICAL AND PHYSIOLOGIC OBSERVATIONS. 
Texter, E. C., Jr.; Smith, H. W.; Bundesen, W. E., and Barborka, C. J. Gas- 
troenterology 36: 573 (May) 1959. 


The syndrome pylorique is not pathognomonic of pyloric-channel ulcer, but ulceration 
in this area appears to be the most common cause of this syndrome. Reported here are 
observations on 67 patients with pyloric-channel ulcer together with a review of pertinent 
reports in the literature. The diagnosis was made on the basis of the presence of a crater 
localized in the pyloric channel, either as seen by roentgenographic study or at the time 
of surgical treatment. The narrow area between the prepyloric area and the duodenum is 
designated the “pyloric channel.’’ Pyloric-channel ulcer accounts for 19 to 39 per cent of 
all gastric ulcers and between 4 and 6.5 per cent of all peptic ulcers diagnosed radiologically. 
A strong preponderance has been noted in men. The peak incidence occurs in the fifth and 
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sixth decades. Patients with pyloric-channel ulcer tend to be older, when first seen, than 
patients with gastric ulcer or duodenal ulcer. The principal symptoms associated with 
pyloric-channel ulcer making up the syndrome pylorique include pain, nausea, vomiting 
and weight loss. The pain usually is not readily identifiable as ulcer distress. It is frequently 
colicky and not relieved by eating. Nausea and vomiting are observed in a high proportion 
of patients. Vomiting may occur immediately after a meal or as late as two hours after 
eating. Its severity may even suggest a diagnosis of psychic vomiting. Significant weight 
loss occurs in more than half of the patients. Obstruction of the outlet to the stomach is 
the most frequent complication. Others include gastric retention and bleeding, but rarely 
perforation. An accelerated and stormy clinical course is characteristic. The duration of 
symptoms by the time the patient is first seen is likely to be shorter than with a gastric or 
duodenal ulcer. Long remissions are exceptional. Medical treatment is highly unsatisfactory 
but the reverse is true of surgical management. There seems to be little tendency for an 
ulcerating carcinoma to arise in the pyloric channel. Pyloric-channel ulcer can be diag- 
nosed roentgenographically if careful study is made. The most helpful signs in diagnosis 
are a niche in the channel, and tortuosity and lengthening of the channel. The patients 
tend to have high secretory volumes with a low level of gastric acidity. Dysfunction of the 
antral evacuation mechanism is frequent and appears to account for the major symptoms 
in the syndrome pylorique. 


LA VIOMYCINE DANS LA TUBERCULOSE RENALE. (VIOMYCIN IN RENAL TUBERCU- 
LOSIS). 

Truc, Schilliro, and Badosa J. urol. (France) 64: 489, 1958; through Ciba Lit- 
erature Review 4: 96, 1959. 


Viomycin has been used in urinary-tract tuberculosis for more than a year. It is adminis- 
tered intramuscularly (1 Gm. every second or third day) in combination with other tu- 
berculostatic agents, or locally. Local application consists of the instillation of 0.5 Gm. 
into the urinary bladder or the renal pelvis. The ureteral catheter is maneuvered as close 
as possible to the lesions. The catheter is kept closed for at least thirty minutes after the 
instillation. Of the 17 patients given the drug intramuscularly, 11 responded well and 2 
moderately well. The results of local administration were better: 8 of the 11 patients who 
had viomycin instilled into the bladder or renal pelvis showed a good response. This was 
particularly true of renal lesions in which the pathologic process was arrested: the lesions 
appeared in the roentgenogram to be more localized, and the urine became sterile. The 
lesions in the urinary bladder also healed, but more slowly. Side-effects occurred in 3 
patients—in 2 patients following intramuscular injection (headache and giddiness in 1, 
and hematuria in the other) and in 1 patient following local administration (hematuria 
possibly due to trauma caused by the ureteral catheter). 


TREATMENT OF BLADDER AND BOWEL INCONTINENCE IN ELDERLY MENTAL PA- 
TIENTS WITH NOR-ETHANDROLONE (NILEVAR). 

Vaisberg, M.; Michael, C., and Saunders, J. C. Am. J. Psychiat. 115: 938 
(Apr.) 1959. 


Nine ambulatory male patients aged 58 to 84 years (schizophrenia, hebephrenic type, 
2; psychosis with cerebral arteriosclerosis, 2; senile psychosis, 3; manic depressive psychosis, 
manic type, 1; psychosis with epilepsy, 1) who were incontinent of urine or feces or both, 
received 10 mg. of nor-ethandrolone orally three times daily for three weeks. Within two 
weeks, one 58-year-old patient became continent and remained so when therapy was dis- 
continued. Two others of the same age improved and without further medication had only 
© rare incident of urinary incontinence. Two continued in a state of remission for only two 
~veeks after cessation of treatment, and in 2 others there was prompt regression. No benefit 
was noted in 2 patients. No subjective change occurred in the orientation and memory of 
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any of the patients but there was a slight alteration in social behavior of 2 patients—one 
became more sociable, and one more amorous toward men. The efficacy of nor-ethandrolone 
in urinary and fecal incontinence warrants further trial of this drug. 


THE PROBLEM OF THE SUPRACONDYLAR FRACTURE OF THE FEMUR IN THE 
AGED PERSON. 


Wade, P. A., and Okinaka, A. J. Am. J. Surg. 97: 499 (Apr.) 1959. 


Subsequent to an increase seen in the number of persons over age 65 with supracondylar 
fractures, a study was made of 23 consecutive cases. Eighteen patients were women. The 
majority of them were in the eighth decade of life. Fractures had resulted more often from 
minor accidents in the women, but from major accidents in the men. Predisposing factors 
included osteoporosis, pre-existing disabilities of the hip and knee, and weakness of the 
musculature. The objectives of treatment are preservation of life, saving the limb, achieving 
a stable, painless, weight-bearing limb, and the preservation of motion in the knee joint. 
Many elderly patients with fractures will not tolerate immobilization for a long time, nor 
will they survive operative procedures. An attempt is made to use internal fixation when- 
ever possible, so that the patient can be ambulatory. Operation may not be justified if it 
must be followed by immobilization in plaster. Fracture of the lower third of the femur 
usually does not threaten the viability of the limb, but sometimes damage to, or severance 
of, the popliteal vessel occurs. Reduction of the fracture may relieve pressure and restore 
circulation. However, if the vessel has been severed, excision of the damaged portion with 
immediate grafting is the best procedure to follow. In such a case, it may be necessary to 
perform internal fixation of the fractured bone in order to immobilize the soft parts and 
assure healing of the grafted artery. The patient’s condition may be so poor that supra- 
condylar amputation becomes necessary. To achieve a firm bony union in a supracondylar 
fracture, postoperative care must include protection of the patient from trauma and from 
falling. In considering treatment for supracondylar fractures, immobilization in plaster is 
probably best when the knee joint is already stiffened and the displacement of fragments 
is not great. Skeletal traction with a wire or pin through the tibial tubercle and with the 
limb suspended in a Thomas splint or Béhler frame can be used in many cases. Posterior 
angulation must be corrected with a sling. When the distal femur is shattered or there is 
an intercondylar fracture with displacement of the condyles, or when the distal fragment 
is displaced posteriorly, neither immobilization in plaster nor traction may be successful, 
so that internal fixation becomes necessary, and it may be essential despite the necessity 
for external immobilization postoperatively. In some instances in which circulation is 
impaired or prolonged treatment to secure reduction of the fracture might result in a 
fatality, primary supracondylar amputation is indicated. In general, the indications for 
operation are: reduction impossible by closed means, or the necessity to hasten healing 
of fracture, to decrease the time of immobilization, and to prevent stiffening of the knee 
and ankle joints. Surgery is indicated in any case in which satisfactory position cannot be 
achieved and maintained by any closed method. Although healing did not appear to be 
more rapid in the operative cases in the series reported, callus was seen earlier roentgeno- 
graphically and with more consistency. Among the complications of operation, the most 
hazardous is infection. Operations on the lower end of the femur may involve the knee 
joint; in some of these instances, stiffness from adhesion of the quadriceps may result from 
the operative procedure. Because of the fragility of bone and thinness of the cortex of the 
femur, the fixative materials may pull loose from the bone. To prevent this, large washers 
should be used, and bolts and screws applied firmly but not tightly. The Austin-Moore 
type plate or the modified Blount blade plate are the most effective for holding supra- 
condylar fractures in place. For a high oblique fracture, a Kiintscher nail with Parham 
bands, or a bolt with a screw has been used. The Bosworth spline has been used successfully, 
but Rush nails are avoided because they do not maintain position. 


